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BREAKING BAD NEWS: ENHANCING PA STUDENT COMPETENCIES 
AROUND DIFFICULT PATIENT DISCUSSIONS 
CASSANDRA WONG 
ABSTRACT 
Background:  
The ability to disclose bad news to patients is a complex and essential skill for health care 
providers. Although certain specialties have a higher incidence of engaging in these 
conversations, this task is done regardless of a provider’s discipline. There are many 
components to breaking bad news, some of which include finding a private setting, 
eliciting how much the patient wants to know, providing clear information, and 
responding to the patients’ emotional needs and reactions. As this task is associated with 
a large amount of emotional stress, the outcome of this exchange can have lasting impact 
on both the provider and patient. Unfortunately, patients are dissatisfied with how they 
receive bad news, and providers admit to lack of comfort and knowledge with this task.  
 
Literature review findings:  
Studies show that inadequate education is main area for improvement. Fortunately, the 
ability to break bad news is a teachable and retainable skill. Didactic sessions, role-play, 
and small groups are some of the available models used to educate learners. There is 
promising evidence for the incorporation of SPs into various curricula, because they 
provide an opportunity for students to learn without compromising patient safety and 
allow for feedback useful to enhancing skills. 
	  	   vi 
PAs are valued health care providers who practice across a variety of specialties. 
As their education is similar to that of a medical student, and they practice autonomously 
under the supervision of a physician, it is equally important that they are able to 
successfully break bad news. However, there are few studies that examine the PA student 
curriculum for breaking bad news education. Furthermore, there are no studies that 
examine PA student competency with this skill.   
 
Proposed Project:  
The goal of this study is to use a literature review to create a novel curriculum that 
employs SPs to increase PA students’ competencies for breaking bad news.  
 
Conclusions:  
An optimal curriculum intervention will include opportunities for feedback, discussion, 
and practice. SPs can help aid with many of these components, as well as assess 
interpersonal and technical components of breaking bad news. 
 
Significance: 
It is expected that the results of this study will parallel those identified for medical 
students, and PA students’ skills will improve to meet the standards set forth by the ARC-
PA. It is the hope that the results of this study will serve as an initial platform for future 
studies aimed at PAs’ ability to disclose bad news to patients.     
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INTRODUCTION 
Background 
Ptacek and Eberhardt1 define bad news as any information that “…results in a cognitive, 
behavioral, or emotional deficit in the person receiving the news that persists for some 
time after the news is received”1. If done well, a positive relationship can increase trust, 
which is especially important when discussing treatment options to determine the next 
steps for the patient. In contrast, if done poorly a negative provider-patient 
communication can have psychosocial impacts on the patient and family. Both of which 
can have lasting effects on the patient’s health.  
A Physician Assistant (PA) can diagnose illness, develop and manage treatment 
plans for their patients, manage their own patient panels, and often serve as the principal 
healthcare professional for patients.2 Based on this scope of practice, it can be assumed 
that the ability to break bad news to patients is of equal importance for PAs as it is for 
physicians, who perform this task thousands of times during their professional career.3 
However, despite the presence of guidelines4–8 that are meant to illustrate the important 
components of breaking bad news effectively, health care professionals still do not feel 
well-informed with regards to proper techniques.9–11 If providers do not feel prepared or 
able to perform this task, this could lead to avoidance of breaking bad news, high stress, 
fatigue, and burnout.12 Patients also report dissatisfaction when questioned about prior 
experiences with receiving bad news from providers.13–16 The tension between lack of 
knowledge and patient dissatisfaction, therefore, calls for more research devoted to 
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creating an appropriate curriculum for formal education on how to effectively breaking 
bad news. 
 
Statement of the Problem 
Even though this task is challenging, has important implications for the patient and 
provider, and is done frequently, there has yet to be a standard curriculum developed to 
teach health care professionals the knowledge and techniques to properly disclose bad 
news. Research has only just begun to focus on ways to educate, and there are promising 
studies that indicate standardized patients (SPs) might be the ideal technique to 
incorporate and teach these competencies. The Association of Standardized Patient 
Educations’ define a SP as: “[A] person trained to portray a patient scenario, or an actual 
patient using their own history and physical exam findings, for the instruction, 
assessment, or practice of communication and/or examining skills of a health care 
provider. In the health and medical sciences, SPs are used to provide a safe and 
supportive environment conductive for learning or for standardized assessments”17.  
SPs are unique in that they are able to assess non-verbal communication such as body 
language, eye contact, and tone of voice. This empowers them to provide ideal feedback 
for trainees on communication, as traditional testing may fail to identify students who are 
struggling to apply didactic knowledge to clinical settings.18 
 Unfortunately, studies employing SPs have been mainly focused only on medical 
students, residents, and fellows. There have been no studies to date on formal education 
techniques for PA students. However, the Accreditation Review Commission on 
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Education for the Physician Assistant (ARC-PA) requires standards that reflect the ability 
to communicate and break bad news to patients. Therefore, ways to effectively improve 
PA communication, specifically breaking bad news, is a necessary focus for PA 
education. 	   SPs have already been implemented in the majority of PA programs.18 In 2008, a 
survey revealed that SPs were being used during the didactic phase of 82.2% of PA 
program respondents (96/134).18 Almost 80% of these programs utilize SPs for history 
taking scenarios, 60% in complaint-specific examinations, and 90% for organ specific 
“sensitive” examinations, and 50% for patient teaching and counseling.18 This study 
proposal will assess if a new educational intervention that applies SPs will enhance PA 
students’ abilities to break bad news to patients. 
 
Hypothesis 
Using SPs in a novel PA curriculum intervention will enhance PA students’ competencies 
for breaking bad news to patients, as measured by a global rating scale.  
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Objectives and specific aims 	  
This will be one of the first studies that examine PA students’ ability to break bad news 
to patients before and after an educational intervention. It is anticipated that the results of 
this study will serve as a starting point for future studies and reveal areas for continued 
focus for curriculum development. There are two specific aims for this study: 
1. To analyze students’ competencies of breaking bad news to patients both prior 
to and after completion of educational intervention 
2. To obtain student feedback on the education intervention to optimize 
curriculum intervention
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REVIEW OF THE LITERATURE 
Overview 
Delivering bad news to patients is a complex and important skill that medical providers 
are required to perform as a part of their daily activities. In addition to providing clear 
information, a health care provider has to respond to patients’ emotional reactions, 
involve the patient in decision making, deal with the stress created by patients’ 
expectations to find a cure, involve multiple family members, and give hope when a 
situation is bleak.4 Bad news has been defined by Buckman as “any information, which 
adversely and seriously affects an individual’s view of his or her future.”19 Therefore, the 
patient’s interpretation of information as it relates to changes to their health determines if 
news is considered negative. There are gradients to bad news, some of which are 
subjective and dependent on an individual’s life experiences, religious and spiritual 
beliefs, morals, perceived social supports, and personality.11 Some more universally 
accepted examples of bad news are disclosing the death of a family member or a new 
cancer diagnosis or recurrence. A less clear example is explaining the need for a hip 
replacement that might prevent a woman from flying to Australia to see her first 
grandchild born.11 This example might not be considered as severe as the former 
examples to some, but it could have distressing consequences for the affected woman and 
her relatives. Other situations that can fall within the category of bad news include 
disclosure of new disease diagnosis, disease recurrence, failure of treatment, 
prognostication of outcomes, presence of side effects of treatment, results of genetic tests, 
or issues of palliative care and resuscitation.4  
	   	  
 
	  
6	  
Numerous studies have demonstrated the importance of communication and 
breaking bad news well.13,20 Street et al.20 postulated several mechanisms of how 
communication can impact health outcomes through indirect and direct pathways (Figure 
1).20 As excellent communication is essential to breaking bad news, this chart can be 
especially helpful to illustrate the importance of this task. If done poorly, poor health 
outcomes can arise due to misunderstanding of information, increased stress, and lack of 
patient-provider trust.20 This can ultimately lead to poor treatment compliance, decreased 
trust in the medical system, and increased risk of litigation.13 If done well, patients can 
benefit by feeling a greater sense of control and trust in the provider.20 By trusting the 
provider, the patient will be more willing to engage in conversation, thereby allowing the 
caregiver to understand the anxieties and goals of the patient.20 This will lead to 
improved alignment and cooperation between both parties when deciding the next best 
steps for the patient.20  
Figure 1: Direct and Indirect Pathways from Communication to Health Outcomes, 
taken from Street et. al, 200920 
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 Given the broad and inclusive definition of bad news, it is not surprising that this 
conversation occurs across all medical specialties. At all levels of training, locations, and 
disciplines, health care providers are responsible for sharing sad and difficult information 
to his or her patients. Certain specialties will have a higher burden of communicating this 
information, based on the prevalence of the bad news situations listed above. For 
example, a cancer oncologist will break bad news an average of 20,000 times over the 
course of their career.21    
 The view on if and how that information should be shared has shifted over many 
decades. Girgis and Sanson-Fisher22 summarized the change in attitudes in a review 
article published in the Journal of Clinical Oncology in 1995. Here, they noted that in 
1961, a survey of United States doctors reported that 90% of 219 doctors preferred not to 
tell cancer patients their diagnosis.22 In 1979 a similar survey showed that 98% of doctors 
surveyed preferred telling patients their diagnosis and additionally, would want to be told 
if they themselves had cancer.22 In concordance, research showed that patients, too, want 
to know as much as possible about their illnesses.22 Unfortunately, education for 
psychosocial care of patients lagged in medical schools, and providers found themselves 
equipped and comfortable with technical skills, but less capable with interactional skills, 
including breaking bad news.22 In response to a paucity of empirically founded 
information and the demand for more emphasis on interactional skills, Girgis and 
Sanson-Fisher published consensus guidelines for medical practitioners for breaking bad 
news.22 These guidelines incorporated views of medical oncologists, general 
practitioners, surgeons, nurse consultants, social workers, clergy, human rights 
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representatives, cancer patients, hospital interns and clinical directors of medical school 
in Australia.22 At the time these guidelines were published widely, and are the basis for 
many of the models for breaking bad news used today.4,6  
 Despite the fact that these guidelines were created more than two decades ago, it 
is clear that patients’ expectations are still not being met.13,14 One study in Pakistan 
reported that 44% of patients surveyed at a community health center over the span of 6 
months reported that bad news had been broken to them verbally with incomplete 
details.13 Another study done in Switzerland analyzed complaints of patients, relatives, 
and friends who consulted a complaints center at a 1463 bed specialized medical and 
nursing center.14 The researchers identified 372 different types of complaints, with 28 
main analytic themes.14 7 of these themes fell under the category of interpersonal 
relationship skills. In the study they found that the majority (160/372) of grievances were 
related to interpersonal relationship skills, far more than complaints regarding technical 
skills, the institution, billing, or information access.14 Abrupt or brutal delivery of bad 
news fell within the theme of clinical communication with patients under interpersonal 
skills.14 However, it is important to recognize that the other noted themes of interpersonal 
relationships (attitude of health-care professionals, discrimination towards patients, 
abuse, negligence, accessibility) all play important roles when actually delivering bad 
news to patients.14  
 PAs play an important role in healthcare and are not exempt from the challenging 
task of breaking bad news to patients. The PA scope of practice corresponds to the 
supervising physician’s practice and they perform a comprehensive range of medical 
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duties including diagnosing, treating, and counseling patients. According to the 2015 
NCCPA statistical profile, there are over 100,000 certified PAs working across a variety 
of specialties.23 On average, a full time PA will see 75 patients per week.23 Many rural 
health care facilities are staffed with a PA alone, and community health centers are 
sometimes staffed at 50% PA/NPs.24,25 Additionally, of the 10 million primary care visits 
conducted at the VA hospital between 2005-2010, 30% were done by PA/NPs with little 
difference in patient characteristics.26 PAs have an equally important task in counseling 
patients and have the same potential patient outcomes with breaking bad news.  
Furthermore, as part of the PA education, The ARC-PA requires standards that 
reflect the ability to communicate and break bad news to patients. These standards are 
that the program curriculum: B2.04) must include instruction in interpersonal and 
communication skills that result in the effective exchange of information and 
collaboration with patients, their families and other health professionals, B2.08) must 
include instruction in the social and behavioral sciences as well as normal and abnormal 
development across the life span (ANNOTATION: Social and behavioral sciences 
prepare students for primary care practice. Instruction includes detection and treatment of 
substance abuse; human sexuality; issues of death, dying and loss; response to illness, 
injury and stress; principles of violence identification and prevention; and 
psychiatric/behavioral conditions), and B2.09) must include instruction in basic 
counseling and patient education skills. (ANNOTATION: Instruction in counseling and 
patient education skills is patient centered, culturally sensitive and focused on helping 
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patients cope with illness, injury and stress, adhere to prescribed treatment plans and 
modify their behaviors to more healthful patterns).27  
 
Existing research  
At this point, most of the literature is centered on the importance of breaking bad news 
well, creation of guidelines, and illustrating the need for proper education. Education 
programs have only recently began implementing various programs to improve 
clinician’s abilities. Therefore, research on the effectiveness of these programs is narrow, 
and even absent when it comes to long-term patient outcomes. Additionally, there are few 
studies on the state of education for PA students and PAs when it comes to breaking bad 
news.  Given that PAs can practice autonomously under a physician in the United States, 
it can be assumed that the importance of the ability to break bad news to patients parallels 
that of physicians and other health care practitioners. Recent research has helped to reveal 
the barriers to breaking bad news well, possible education models, and the role of SPs as 
aids in achieving breaking bad news skills.  Although these studies are centered on 
physicians, residents, and medical students, many of the findings apply to the PA 
education as the PA curriculum is modeled on that used in medical schools.  Furthermore, 
PA students often take classes and have clinical rotations alongside medical students.  
 Studies show that the majority of clinicians have difficulty when breaking bad 
news to patients.10,19,28,29 The negative implication of this distress is that it increases stress 
on the healthcare provider, who in turn might avoid the task and thereby put more stress 
on the patient. It could also lead to a higher burnout for providers. Buckman postulated 
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that for physicians, this discomfort might be related to fears doctors have of being 
blamed, not knowing all the answers, and personal fears of illness and death.19 Newer 
research indicates a supplementary and significant factor leading to discomfort with this 
task stems from lack of education and personal knowledge on how to perform it well.9,10 
Medical trainees also agree, as surveys reflect that they consistently rank communication 
and breaking bad new high in education needs.9,30 However, at this point students and 
physicians still receive little to no formal training on the subject, or they feel that the 
training received is inadequate in instruction.29,10,9    
 One study surveyed Pediatric residents, fellows, and attending physicians directly 
involved in patient care at a major academic center. Practically 90% of trainees had 
attended at least one formal session on delivering bad news compared to a quarter of 
attending physicians that had never been to such a seminar.9 Even for those who had 
received instruction, 73% of trainees and 66% of attending physicians agreed that the 
training was inadequate, mostly attributed to time constraints and minimal feedback.9 
Overall, despite the level of practice, respondents did not feel that they possessed 
adequate awareness of techniques to effectively break bad news. For example, 75% of 
residents, 60% of fellows, and 40% of attending physicians ranked their knowledge level 
<5 on a 10 point Likert scale.9 However, even though they admitted to low levels of 
knowledge, this study found that a significant portion of fellows and attending physicians 
felt comfortable to deliver bad news.9 Comfort level (35% of residents, 85% of fellows, 
94% of attending) was found to increase significantly by year of training (p <0.00), self 
perceived knowledge level (p<0.00), and frequency of delivering bad news (p<0.01).9  
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 But, experience alone does not increase skill substantially.10,31,32 Even if 
experienced trainees and physicians feel more comfortable, this does not translate to a 
higher competency of delivering bad news well. A multi-institutional study of a family 
Objective structured clinical examination (OSCE) studied post graduate year 1 (PGY-1) 
and post graduate year 3 (PGY-3) surgery residents’ ability to discuss end-of-life (EOL) 
care and disclosure of complications (DOC) with standardized family members.31 
However, even though the PGY-3 residents self-assessed themselves as higher than PGY-
1 residents on their ability to break bad news, no significant differences were seen 
between the residents in either case, regardless if they were assessed by a clinical rater 
(EOL: PGY-1 63%, PGY-3 68%; DOC: PGY-1 74%, PGY-3 77%) or standardized 
family member (EOL: PGY-1 71%, PGY-3 73%; DOC: PGY-1 76%, PGY-3 77%).31 
Another study compared communication competency in medical students, residents, and 
attending physicians.32 Novice students had lowest competence (mean =3.680, SD 
=0.27), but no disparity was found among more senior students (first year: mean =5.01, 
SD =0.31; third year: mean =5.52, SD =0.29), residents (interns: mean =5.79, SD=0.39; 
residents: mean =5.76, SD =0.30), and attending physicians (mean = 6.32, SD =0.22).32 
All of these findings point to the danger of assuming experience and comfort 
automatically translates to competence, as comfort might falsely portray ability. 
Additionally, comfort without knowledge can be an obstacle to success as it limits the 
individual from seeking out skills and receiving feedback. 
 In medicine, there is often a prevailing standard of “see one, do one.”  For 
example, a student observes a supervisor break bad news to a patient and then uses that 
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experience as a model to do it him or herself. This type of training is inconsistent and not 
ideal for the learner. As above, some role models have not been formally trained and 
endorse lack of knowledge to effectively break bad news. Anecdotes also confirm this, as 
studies indicate that negative role models are common.33 This creates an environment 
where attending physicians are not prepared to model and teach principles of breaking 
bad news, in turn do not properly educate the trainees, resulting in patterns of poor 
communication.  
 Lack of adequate training is true for PA students as well, even though it is ranked 
as an area of most perceived difficulty. 10,30 One study examined the current state of 
oncology education provided by PA programs in 2012.30 They found that 65% of 
program respondents reported providing 2 hours or less on content related to teaching 
breaking bad news.30 Overall, 94% of respondents allotted 5 hours or less on teaching this 
subject to students.30 In contrast, 84% of the faculty completing the survey indicated that 
they thought effectively communicating bad news regarding cancer recurrence or 
diagnosis of second primaries to be “very” or “extremely” important for education.30 In 
general, almost all programs provided instruction in patient counseling methods including 
breaking bad news (87%), but few programs reported actual skills training as a means of 
developing these competencies (32%).30 Furthermore, 50-70% of programs expected PA 
students to develop clinical competencies from interactions with preceptors and through 
direct patient care.30 Given the results of studies on medical trainees and physicians on 
availability of positive role models and experiences, a more formal education is 
warranted for teaching the skills of breaking bad news. A primary limitation of this study 
	   	  
 
	  
14	  
is the small sample size (N=35).  Though the results of this study are significant, a larger 
sample size is needed to determine generalizability. 
Many communication paradigms have emerged since the original consensus 
guidelines to guide and help providers to recall the components of an effective bad news 
delivery (table 1).4–7,9 Shared characteristics of effective communication include: 1) an 
appropriately private setting, 2) clear and direct language, 3) inclusion of multiple 
support groups, 4) setting realistic expectations but not eliminating hope, 5) summarizing 
information at the conclusion, and 6) being compassionate and responding to emotion.9  
These recommendations can be incredibly helpful as studies show that students and 
providers feel unprepared to deliver bad news to patients.11,34 These guidelines can help 
serve as a plan. However, even though these guidelines are readily available and 
represent the needs of patients, a review article by Fallowfield and Jenkins11 inferred that 
they are not often used.11 For example, a US study of families whose children had been 
diagnosed with neurofibromatosis revealed that disclosures about a diagnosis were made 
in a haphazard way, leaving patients feeling shocked and upset (16/18 families).15 
Additionally, a qualitative study on first and second year medical and surgical residents 
in Canada discovered that although the students were able to identify several important 
guidelines, many did not practice them due to residents’ fears, discernments regarding 
bad news, and institutional barriers.16 This review study supports the need for experiential 
training in actual behavioral skills, and not just guidelines about what to do.  
 However, in medical schools, breaking bad news and communication skills are 
mostly taught through didactic lectures or seminars, without much opportunity for 
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experiential training.35 The same is true for PA programs, where a study showed that for 
breaking bad news, the most popular formats for providing formal instruction were 
lectures (93-100%), groups discussions (50-64%), interaction with preceptors (43-54%), 
and direct patient care (35-43%).30 This is in contrast to postgraduate courses and resident 
programs which mostly consist of 1 or 2 days of teaching with lectures, videos, and role 
play.35  
 Adult learning is best facilitated through learner-centered, interactive 
techniques.33 Specifically, techniques that draw on previous experience and knowledge, 
is relevant to the learner’s practice, and allows for the application of what is being 
learned in a timely manner with opportunity for feedback and reflection.33 Rosenbaum et. 
al33 provided a review of available models to teach skills for delivering bad news, as well 
as advantages, disadvantages, and evaluations of their effectiveness (table 2).33  
As noted, didactic approaches are the most widely used technique for students, given the 
advantages of presenting core concepts to a large number of learners with minimal 
faculty time and resources.33 However, didactics provide little opportunity for discussion, 
practice, and feedback.33 Conversely, small-group role-play allows for a demonstration of 
a range of approaches with more realistic peer role-play.33 The disadvantages of this 
technique are that there is peer performance anxiety and it is less realistic than a one-to-
one SP encounter.33 Based on adult learning principles, Rosenbaum et al.33 concluded 
that any curriculum should teach breaking bad news using multiple sessions and 
opportunities for demonstration, reflection, discussion, practice, and feedback.33  
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Table 1: Communication Paradigms to Help Teach and Remember the Components 
of Effective Delivery of Bad News, adapted from Orgel et. al, 20109 
 
S.P.I.K.E.S4 Set up the interview 
Assess the recipient’s Perception 
Obtain and Invitation to proceed 
Give Knowledge 
Empathize/address emotions 
Summarize the encounter 
S.E.G.U.E6 Set the stage 
Elicit the information 
Give information 
Understand the recipient’s perspective 
End the encounter 
P.A.C.E.7 Plan the setting  
Assess the recipient’s knowledge/needs 
Choose the appropriate strategies 
Evaluate their understanding 
“The 6 E’s”5 Establish agreement about open communication 
Engage the patient 
Explore their knowledge 
Explain the news 
Empathize with their emotion 
Encourage/support the patient and family 
 
Table 2: Advantages and Disadvantages of Strategies for Teaching Medical 
Students and Residents Skills for Delivering Bad News, adapted from Rosenbaum 
et. al, 200433 
 
Strategy Advantages Disadvantages 
Didactic 
approaches 
- Presents core concepts for large 
numbers efficiently 
- Minimal faculty time and resources 
- Learners are anonymous 
- Opportunity for efficient use of skills 
demonstration and use of speak panels 
can be done more efficiently 
- Little opportunity for discussion 
- No opportunity for practice and 
feedback 
Small-group 
discussion 
- Opportunity to discuss issues, skills, 
concerns 
 
- No opportunity for practice and 
feedback 
- Faculty time intensive 
Small group, 
peer role-play 
- Opportunity to discuss issues, skills, 
concerns 
- Skills practice with feedback 
- Insight into patient perspective 
- Variable ability of learners to 
portray patients 
- Faculty time intensive 
	   	  
 
	  
17	  
Strategy Advantages Disadvantages 
Small-group SP 
role-play 
- Multiple scenarios show range of 
approaches and patient responses  
- Skills practice with feedback from 
faculty, peers, and SPs 
- More realistic than peer role play 
- Peer performance anxiety 
- SPs and faculty time intensive 
- Less realistic than one-to-one SP 
encounter 
One-to-one SP 
encounters 
- Skills practice with feedback from SPs 
or faculty 
- More realistic than group encounters 
- No group discussion 
- No exposure to different 
approaches and patient responses 
- Faculty or SP intensive 
Teachable 
moments in 
clinical settings 
- Actual context of patient care 
- Observation, demonstration, and 
feedback 
- Clinical time restraints 
- Patient privacy  
 
 
 In the last two decades, programs have demonstrated understanding the need for 
experiential training in communication skills. Simulation training has gained popularity 
in medical education to bridge the gap between the classroom and clinical environment.36 
The goal of simulation training is to replicate patient care scenarios in a realistic 
environment for purposes of feedback and assessment.36 These are ideal learning 
activities because they can be made to be predictable, consistent, standardized, safe, and 
reproducible.36  
 While mannequins help to teach technical skills such as placing a central line or 
how to perform a thoracentesis, SPs can help teach communication skills. This claim is 
supported through the various studies that have used SPs in education interventions to 
both teach and assess competency for breaking bad news skills.31,33,34,37–51 SPs allow for 
skills practice in a realistic setting without compromising a patient’s safety or 
psychosocial well-being. They are also able to provide feedback about a trainee’s own 
strengths and weaknesses, which can help guide future learning and skill development. 
Review of current interventions using SPs and results 
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SPs have been utilized to improve both self-perceived competencies as well as 
assessed competency for residents and fellows for breaking bad news (Table 3). One 
study examined the use of SPs in a simulation setting to assist pediatric emergency 
medicine fellows to: 1) aid in the development of effective, sensitive, and compassionate 
communication with patients and family members when conveying bad news, 2) 
recognize and respond to the patient/parent’s reaction to the news, 3) disclose a medical 
error or adverse event in an accurate and sensitive manner.52 Likert scores from 1-5 
revealed a statistically significant improvement in the fellows’ comfort to deliver bad 
news to a patient of a family (3.58à4.25, p =0.034), and deal with a patient/family’s 
emotions (3.5à3.83 p= 0.046).52 Similarly, Park et al.39 used SPs in a breaking bad news 
workshop for emergency medicine residents.39 After a multidisciplinary approach 
including lectures from different specialties, role-playing, and hi-fidelity simulation 
cases, participants evaluated the usefulness of the workshop, personal self-efficacy, and 
various portions of the training.39 Overall the participants rated the usefulness 4.73 on a 
Likert scale from 1 to 5, with the simulation part thought to be the most useful (43%).39  
Both of these studies show that SPs can help increase comfort with breaking bad 
news. However, these studies had several limitations. First, none of these studies were 
randomized controlled trials. Therefore it is hard to estimate how effective the use of SPs 
is when compared to other modalities or to a control group. Second, both studies 
measured self-perceived change in comfort and ability as primary outcomes. With self-
perceived changes, subjectivity becomes a problem. As illustrated earlier, comfort does 
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not equate to skill. Additionally, they were both conducted at single center studies with 
small sample sizes. This limits the generalizability of the findings.  
Tobler et al.47 incorporated a two-part workshop utilizing SPs as well as 
bereavement social workers. The didactic portion of the workshop included a discussion 
of personal issues around breaking bad news and dealing with families. The SPIKES tool 
was presented and the subjects were given the opportunity to view both “good” and “bad” 
examples of breaking bad news that were video recorded and acted out by the workshop 
leaders.47 Discussion followed and the social workers reviewed bereavement literature to 
discuss impact of even a brief conversation with families.47 The second half was 
simulation based, small group practice of principles discussed earlier.47 Groups ran 
through an unsuccessful resuscitation and afterward, one subject would then go into a 
separate room to tell the patient’s parents (SP).47 If subjects found the conversation too 
difficult, they could call a “time out” and return to their group for debriefing.47 This 
model is especially interesting because it gives the participants the ability to take a step 
back from the situation and ask for immediate feedback. The residents’ skills were 
assessed by: 1) learner self-assessments, 2) expert evaluators (physician and bereavement 
social worker), and 3) parents with personal bad news experience concerning their 
child.47 Results showed that statistically significant rater agreement was obtained both 
experts and parents, with moderate level of agreement for experts (K=0.463, P<0.001) 
and low level of agreement for parent raters (k=0.144, P<0.001).47 Additionally, 
participants demonstrated an increase in communication skills for 13 out of 16 assessed 
skills (pre-workshop: mean 25.3, SD 5.33; post-workshop: mean 27.82, SD 8.33, 
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p=0.004).47 The results of this study are valuable as the learner’s skills improved when 
measured by outside, unbiased SP evaluators were used in an education intervention.  
 Another study conducted by Reed et al.40 showed that breaking bad news skill is 
attainable and retainable. In this study, the GRIEV_ING death notification protocol was 
used as the education intervention. This protocol was designed and published by Cherri 
Hobgood et al.8 and it is a 2-hour educational experience that uses short didactics, small 
group discussion, and role-play.8 The pediatric residents in this study were evaluated with 
SP encounters prior to the intervention (pre-test), immediately after the intervention 
(post-test), and 3 months after (post-post-test).40 The researchers divided the assessment 
tool (a 27 item checklist provided), into subscales: preparation, bad news delivery, and 
wrap up. Four investigators independently scored the pre-test and two of the four 
independently scored the post-test and post-post-test.40 Statically significant inter-rater 
reliability and improvement was obtained (pre-test scores: preparation 38.31, bad news 
delivery 52.44, wrap up 18.3, p <.001; post-test scores: preparation 67.62, bad news 
delivery 73.99, wrap up 43.97, p <.001; and post-post test scores: preparation 69.73, bad 
news delivery 77.73, wrap up 42.89, p<.001).40 However, even though scores improved, 
1/3 of the residents scored below a 70% on preparation and bad news delivery and most 
residents failed to reach 70% in wrap up.40 Possible reasons for this could be that the 
intervention was too short, or that there needs to be more focused training on certain 
areas of delivering bad news.  In either case, this study suggests that breaking bad news 
competencies are teachable and retainable, based on the residents’ improvement.  
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 These studies demonstrate the usefulness of SPs for training residents and fellows 
to deliver bad news to patients. However, the PA education varies significantly from that 
of a medical education, in that PA students do not have residency as part of their training, 
prior to licensure. As stated earlier, PA students and medical students do have similar 
education models and complete both a didactic and clinical portion prior to graduation 
and residency, respectively. Therefore, to draw assumptions about how curricula utilizing 
SPs might lead to improved PA competencies when breaking bad news, it is important to 
examine studies focused on students.  
One study examined the use of SPs in an acute case nurse practitioner program 
concentrated on breaking bad news, empathetic communication, motivational 
interviewing, and dealing with an angry patient.46 The students participated in a two-part 
education intervention, including a didactic session and then a 2-hour communication 
simulation in the laboratory.46 Students completed self-evaluations using a Likert scale 1-
7, for both comfort and ability. Comfort level improved immediately after the 
intervention (mean= 4.4 à 5.6, p<0.001), and even after 4 months post intervention 
(mean= 5.3, p=0.001) .46 Students also reported improved self-perceived ability 
immediately after the intervention (mean =4.2à5.7, P<0.001), and after 4 months post 
intervention (mean =5.2, P=0.001). As nurse practitioners, along with physicians and 
PAs, are one of the three health care professionals named by the Affordable Care Act as 
providers of primary care, improved outcomes using SPs in this population is promising 
when considering a possible curriculum for PA students.  
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Bowyer et al.34 provided a randomized controlled trial for medical students. He 
divided 155 medical students into 4 groups that received different pre-training, prior to 
breaking bad news to a SP wife after an unsuccessful resuscitation simulation.34 Group 1 
was the control group, and they received no pre-training.34 Group 2 received a 15-minute 
video on the SPIKES model right before speaking to the wife (SP).34 Group 3 had a 45-
minute didactic lecture on breaking bad news that included the SPIKES model the day 
prior to the simulation.34 Additionally, group 3 students had a small group session to 
observe a faculty facilitator give bad news to an SP utilizing the SPIKES protocol, 
followed by a discussion of the case. 34 Group 4 had the same training as group 3, but 
they also watched the 15-minute SPIKES video right before SP wife.34 As seen in figure 
4, participants had statistically significant improvement for all four groups with regards 
to self-reported “plan for” break bad news to patients, without significant degradation 12 
weeks later (most significant findings for groups that had pre-training).34 Additionally, 
the SP wife scored the students using a 5-point Likert scale on a 21-item checklist for 
ability to break bad news. As seen in Figure 3, groups 2-4 ranked superior to the control 
on “the student: 1) appeared to have a plan for the encounter, 2) assessed how much I 
knew, 3) was aware of my ability to discuss news, 4) prepared me for receiving the bad 
news”.34 Groups 2 and 4, who had received the SPIKES video prior to the encounter, 
were superior with regards to “the student: 1) explained the events of the death, 2) 
checked my understanding”.34 Finally, group 3 and 4 scored higher than groups 1 and 2 
on “the student: 1) reinforced and clarified the information, 2) comforted me”.34 The 
results of this study supports that exposure to a SPIKES video, a demonstration and 
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lecture on BBN, or both, can improve self-reported abilities and those assessed by the SP 
wives. An additional strength of this study was that it was a randomized controlled study 
that showed improvement when various interventions were compared to a control. It is 
also promising that even without an education intervention students felt that they 
improved with regards to having a plan and the ability to break bad news purely after one 
encounter with a SP. The students who consistently ranked higher had watched the 
SPIKES video just prior to speaking to the SP wife. Reasons for this could be that the 
students were prompted immediately before performing the task, enabling them to recall 
the components more easily.  
Figure 2: Comparison of Groups Pre- and Post-encounter, and Post Rotation on 
Self-assessed Response to Question: Do you have a plan for how to break bad news? 
Taken from Bowyer et. al, 201034 
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Table 3: Comparison of the SP Wife Sssessments of Student Groups on the Listed 
Checklist Items on a 5 Point Likert Scale, taken from Bowyer et. al, 201034 
 
 
Checklist item 
Group 1 no 
training 
Group 2 Video 
Only Group 3 LD Only 
Group 4 LD + 
Video 
The student appeared to 
have a plan 3.61± 0.72 
3.82± 0.54  
P < 0.0062 
3.78± 0.61  
P < 0.0053 
3.80± 0.57  
P < 0.0003 
The student assessed 
how much I knew 3.17± 0.72 
4.18± 1.01  
P < 4.2 x 10-12 
4.12± 1.16  
P < 5.8 x 10âˆ’8 
4.40± 0.84  
P < 5.4 x 10âˆ’14 
The student was aware 
of my ability to discuss 
the news 3.59± 1.04 
3.89± 0.76 
P < 0.004 
3.89± 0.96  
P < 0.022 
3.92± 0.95  
P < 0.009 
The student prepared 
me to receive the news 2.86± 1.32 
3.23± 1.15  
P < 0.009 
3.34± 1.18  
P < 0.004 
3.53± 1.14  
P < 1.0 x 10âˆ’7 
The student explained 
the events of the death 3.82± 0.84 
4.06± 0.76  
P < 0.008 
3.75± 1.00  
P < 0.56 
3.98± 0.89  
P < 0.014 
The student checked my 
understanding 3.14± 1.08 
3.42± 0.98  
P < 0.019 
3.26± 1.17  
P < 0.415 
3.45± 1.12  
P < 0.028 
The student reinforced 
and clarified the 
information 2.86± 1.32 
3.23± 1.15  
P < 0.46 
3.34± 1.18  
P < 0.02 
3.53± 1.14  
P < 0.006 
The student comforted 
me 3.86± 1.01 
4.03± 0.80  
P < 0.124 
4.14± 0.90  
P < 0.029 
4.12± 0.88  
P < 0.035 
The student offered me 
guidance and 
counseling 3.67± 1.22 
3.61± 1.24  
P < 0.66 
3.75± 1.16  
P < 0.60 
3.97± 0.96  
P < 0.035 
 
 Kiluk et al.49 provided and innovative way to use standardize patients. In this 
study, medical students were required to do a 2-3 hour session involving only 3-5 
students at a time, focused on how to communicate difficult medical news.49 Prior to the 
exercise, students received selected reading assignments on communication skills using 
the SPIKES protocol. Students were then video recorded breaking bad news to a SP. 49 
Following the encounter, students gathered in groups of 3-5 to review the videotaped 
interactions with the SP and a physician specialized in cancer care. 49 Feedback was 
given as well as alternative approaches to various situations. 49 SPs were involved in the 
feedback session so that they could answer questions on the patient perception of the 
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students. 49 Additionally, all students had the opportunity to comment on other 
interactions or ask questions regarding technique or style. 49 Post intervention studies 
showed that students felt that they improved with comfort (63.4% à 93.7%) and 
knowledge for breaking bad news (66.9à 94.6%). 49 Additionally, the majority of 
students “agreed/strongly agreed” that the exercise was helpful (98.3%), watching 
yourself was helpful (96.4%), watching other students on video was helpful (98.2%), and 
discussing the experience was helpful (97.4%). Overall, students said the most beneficial 
part of the sessions was the discussion (57.2%), watching the encounter (22.5%), the 
actual patient encounter (18.8%), and watching other students (5.4%). 49  
 All of the studies reviewed in this literature review have proven that the ability to 
effectively break bad news is a teachable and retainable skill for medical students, 
residents, and fellows. Most of these studies incorporated principles suggested by 
Rosenbaum et. al33, and created interventions with opportunities for demonstration, 
reflection, discussion, practice, and feedback. The curriculum intervention for this 
proposal will also include these principles and be enhanced by the use of SPs. It is 
reasonable to assume that SPs can be used as effectively with PA students in a novel 
curriculum, as they have already demonstrated to be valuable tools in PA education and 
are currently being used today. 18,50,51 Furthermore, Asprey et al.50 examined clinical SP 
exam performance for PA students compared to medical students in a 3-year study. They 
found that there were no significant differences between 3th year medical students and PA 
students when scored by a SP (table xx). 50 This finding reinforces that studies done on 
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medical students can be replicated for PA students with similar expectations in improved 
performance. 
Table 4: Comparison of Mean Scores on SP Testing by Year and Student type, 
taken from Asprey et. al, 200750 
 
 2004 (3 cases) 2005 (4 cases) 2006 (2 cases) 
PA students Mean = 68.2 
N = 25 
CI: 64.7 – 7.17 
Mean 74.4 
N = 23 
CI: 72.4 – 76.3 
Mean = 69.7 
N = 23 
CI: 66.1 – 73.3 
Third year medical 
students 
Mean = 69.1 
N = 39 
CI: 67.0 – 71.2 
Mean = 73.8 
N = 32 
CI: 71.7 – 76.0 
Mean = 73.2 
N = 30 
CI: 70.5 – 75.8 
P value 0.62 0.71 0.11x 
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Table 5: Current Educational Interventions for Teaching Students, Residents and Fellows how to 
Break Bad News to Patients 
Author 
Year 
Setting/ 
Population 
Intervention Assessment Results 
Chumpitazi 
et. al53 
 
2016 
Urban, 
quaternary 
care, 
freestanding 
children’s 
hospital with 
approx. 
120,000 
annual patient 
encounters in 
the ED 
 
14 pediatric 
emergency 
medicine 
fellows 
2 individual 
encounters with SP 
- oncologic 
diagnosis 
- disclosure of 
medical error 
 
1 group encounter 
with SP 
- team-based 
mock code 
with SP 
notification of 
child’s death 
 
Debriefing with SP 
Faculty member 
debriefing 
Group debriefing  
 
Two, 1hr lectures on 
medical error 
disclosure and how 
to BBN 
 
Likert scale 
1-5  pre- and 
post test  
 
Likert scores improved pre and 
post test for self perceived 
comfort to: 
- Deliver bad news to patient 
or family (3.58à4.25) p = 
0.034 
- Deal with patient/family 
emotions (3.5à3.83) p= 
0.046 	  
Rosenzwei
g  et. al47 
 
2008 
University of 
Pittsburg 
ACNP 
program 
 
38 nursing 
students  
- 17(2005) 
- 21(2006) 
 
Short didactic 
module for content 
including breaking 
bad news (SPIKES), 
empathetic 
communication, 
motivational 
interviewing, 
communication with 
angry patients  
 
4 SP scenarios for 
each focus with 2 
minutes of feedback 
after each  
 
- Faculty debrief 
with 4-5 
students 
 
Likert scale 
1-6 pre, post, 
and 4 months 
after 
intervention 
Likert scores improved for self-
perceived confidence  
- Before/after (4.4à5.6) 
p<.001 
- Immediately after/4 months 
after (5.6à5.3) p=.001 
 
Likert scores improved for self-
perceived ability 
 
- Before/after (4.2à4.7) 
p<.001 
- Immediately after/4 months 
after (5.7à5.2) p=.001 
 
Park  
et. al40 
 
University of 
South Florida 
 
5 hour workshop 
adapted from 
GREIV_ING 
Likert scale 
1-5 
 
Likert scores post intervention 
- Educational quality (4.86) 
- Improving patient care (4.79) 
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2009 
 
14 emergency 
medicine 
residents 
protocol 
- Lectures 
(SPIKES) 
- Role play 
- SP encounters 
 
 - Overall usefulness (4.73) 
- Lecture session (4.71) 
- Role play session (4.71) 
- Simulation session (4.79) 
 
The most useful sessions 
- Simulation (43%) 
- All of them (36%) 
- Role play (14%) 
- Lecture (7%) 
 
Kiluk  
et. al50 
 
2012 
Moffitt 
Cancer 
Center 
 
112 4th year 
medical 
students 
2-3 hr session 
involving 3-5 
students at a time 
- Reading 
assignment
s (SPIKES) 
- SP 
encounter 
 
Review of tape with 
peers, SP, and 
physician specialist 
for discussion 
 Post intervention exercise 
evaluation 
- Exercise was helpful 
(98.3%) “agreed/strongly 
agreed” 
- Watching yourself was 
helpful (96.4%) 
“agreed/strongly agreed” 
- Watching other students 
on video (98.2%) 
“agreed/strongly agreed” 
- Discussing the 
experience (97.4%) 
“agreed/strongly agreed” 
The most beneficial part of 
session 
- Discussion (57.2%) 
- Watching the encounter 
(22.5%) 
- Actual patient encounter 
(18.8%) 
- Watching other students 
(5.4%) 
Self evaluation 
- Knowledge of best 
practices increased 
(97.3%)  
- Comfort pre/post (63.4% 
à 93.7%) 
- Knowledge  of 
techniques pre/post 
(66.9à 94.6%) 
 
Tobler  
et. al48 
 
2014 
University of 
Calgary  
 
33 pediatric 
residents 
5 hour physician and 
bereavement social 
work on how to 
communicate 
difficult information 
or bad news to 
parents (SPIKES) 
 
Formative 
OSCE before 
and after 
workshop 
 
 
 
Statistically significant 
improvement in 13/16 
communication skills assessed by 
2 experts and 2 parent reviewers  
- pre-workshop/post-workshop 
(25.3à27.82, p=0.004) 
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Opportunity to lead 
at least 1 
conversation with 
SP 
 
 
Reed  
et. al41 
 
2014 
Free-standing 
tertiary care 
children’s 
hospital 
 
29 pediatric/ 
internal 
medicine 
residents 
2 hr GRIEV_ING 
Death Notification 
Protocol  
- short 
didactics 
- small group 
discussion 
- role play 
- SP 
encounters 
 
 
 
Assessed at 3 
different time 
points by 4 
investigators 
 
- - 4 months 
into first year 
- - 1-2 weeks 
after 
intervention 
- - 3 months 
after 
intervention  
 
Protocol 
includes 27 
item 
instrument 
divided into 
subscales: 
preparation, 
bad news 
delivery, 
wrap up 
 
Inter-rater reliability:  
ICC 2.4 values to evaluate inter-
rater reliability when all 4 raters’ 
scores were averaged (per Landis 
and Koch 0.61-0.80 indicates 
substantial correlations) 
- Preparation: 0.78 
- Bad news delivery: 0.73 
- Wrap-up: 0.70 
 
Pre-test scores (p< .001 between 
assessments and scales): 
- Preparation: 38.31 
- Bad news delivery: 
52.44 
- Wrap-up: 18.3  
 
Post test scores (p<.001 between 
assessments and scales): 
- Preparation: 67.62 
- Bad news delivery: 
73.99 
- Wrap-up: 43.97 
 
Post-post test scores (p<.001 
between assessments and scales): 
- Preparation: 69.73 
- Bad news delivery: 
77.73 
- Wrap-up: 42.89 
 
Bowyer  
et. al35 
 
2009 
University of 
Health 
Sciences and 
Vanderbuilt 
University 
School of 
Medicine  
 
553 medical 
students  
Compared 4 
interventions to 
control for student 
breaking bad news 
to an SP wife after 
unsuccessful 
resuscitation OSCE 
- Group 1: no 
pre-training 
- Group 2: 15 
minute SPIKES 
video 
- Group 3: day 
prior had 45 
minute didactic 
lecture 
Self-assessed 
Likert scale 
1-5 before, 
immediately 
after and 12 
weeks after 
intervention: 
- plan 
to 
brea
k 
bad 
news 
- abilit
y to 
brea
Self assessments ability to break 
bad news (p<1.3 X 10-15 to 2.4 X 
10-41)  
-      Pre- encounter mean:      
              2.74 
- Post- encounter mean: 
3.75 
- After rotation: 3.61 
 
Self assessment plan to break bad 
news (p<6.7 X 10-17 to 2.4 X 10-
31) 
- Pre- encounter mean: 
2.76 
- Post- encounter mean: 
3.72 
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(SPIKES), 
small group 
observation of 
SP encounter, 
discussion 
- Group 4: Group 
3 pre-training 
plus 15 minute 
SPIKES video 
prior to 
speaking to 
wife SP 
 
k 
bad 
news 
 
SP wife 
- 21 item 
checklist  
- After rotation: 3.67 
SP wife assessments: 
Groups 2-4 superior to group 1 
on:  
- Appeared to have a plan 
- Assessed how much I knew 
- Aware of my ability to 
discuss the news 
- Prepared me for receiving the 
bad news  
Groups 2 and 4 superior to group 
1 and 3 on: 
- Explained the events of the 
death 
- Checked my understanding  
Group 3 superior to group 1, 2, 3 
on: 
- Reinforced and clarified the 
information 
- Comforted me 
Group 4 superior to 1, 2, 3 on: 
- Offered me guidance and 
counseling  
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Assessing Competence 
 To address competency, rater and instrument tool needs to be selected for the 
curriculum intervention. As noted above, raters that have been used include faculty, 
expert physicians, independent raters, patients, and SPs. Measurements have been made 
using Likert scales and itemized checklists. Schildmann et al.45 provided an interesting 
study that compared the type of instruments used (detailed checklist, global rating scales) 
and raters (independent raters, SPs) to see domain changes in breaking bad news skills. 45 
The tools used were the “modified breaking bad news assessment scale” (mBAS), which 
is a 22 item detailed checklist, distributed over 5 domains (Introduction, disclosing bad 
news, eliciting concerns, providing information, general aspects). 45 The other 
measurement was a global rating scale (giBAS) containing 5 items, each for one of the 
domains of the mBAS. 45 Independent raters used both tools; SPs only used the giBAS. 45 
Learners participated in a SP assessment before and after a teaching module that used 
role-play and the SPIKES protocol. 45 Overall, statistically significant improvements 
were found by all 3 raters regardless of which instrument was used. 45 According to the 
measurement of independent raters using the mBAS, overall competency improved 
significantly after the course compared with prior to the course (pre: mean = 2.3; post: 
mean = 1.8; p <0.001; 1= very good, 5 = very poor, intraclass coefficient for inter-rater 
reliability = 0.86). 45 Improvement in competency was also seen when the independent 
rater used the giBAS (pre: mean = 2.7; post: mean = 1.8; p < 0.001). 45 SP evaluators also 
found and improved in performance when using the giBAS (pre: mean = 2.6; post: mean 
= 2.2; p=0.009). 45 Highest improvement was seen in introduction (independent raters 
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using mBAS: pre: mean = 2.4 à 1.27; independent rater using giBAS: mean = 2.7 à1.2; 
SP rater using giBAS: mean = 2.43 à 1.73) and disclosing bad news (independent raters 
using mBAS: pre: mean = 2.41 à 2.38; independent rater using giBAS: mean = 2.87 
à2.27; SP rater using giBAS: mean = 2.68 à 1.73). 45 It is possible that these were only 
two areas of improvement if the curriculum did not address these aspects. Another 
reasons could be that the assessments were not sensitive enough to detect statistically 
significant differences. Regardless, this study shows that independent of instrument or 
rater there was improvement in students’ breaking bad news competence, which further 
supports that this skill can be taught. Additionally, changes to communication differ 
depending on the communication domains relevant for breaking bad news and on the 
measurement used for evaluation. Therefore, priorities in evaluation need to be set and 
consistent with teaching aims and methods.  
 Another study that examined the assessment of disclosing bad news effectively 
was done by Amiel et. al. 37 The study’s main objective was to use SP evaluators to 
assess the reliability and validity of a competence based assessment for primary care 
physicians’ ability to break bad new. 37 SPs evaluated 34 candidates using global rating 
scales in an OSCE before and after an educational intervention. 37 Each station had two 5-
point Likert scale questionnaires. 37 One questionnaire was a 7-item communication 
scale, used at all stations, to assess principles and techniques in breaking bad news. 37 The 
second questionnaire was a 3-4-item questionnaire tailored to each scenario. 37 No 
significant differences were found on the pretest between the study and the control group 
(Study group pretest score =58.5/100, SD =12.7; Control group pre test score = 57/100, 
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SD=10.4). 37 In the post-test, the study group significantly raised their average grade 
when compared to the pretest (Study group post-test score = 68.4/100, SD=9.2; study 
group pre-test score = 58.5/100, SD=12.7). However, improvement for the control group 
was marginal (Control group post test score= 58.1/100, SD=9.5; control group pre-test 
score= 57/100, SD=10.4). 37 Reliability of the study was calculated by the internal 
consistency statistic Chronbach alpha. 37 Reliability for the pretest for a 2 hour OSCE 
was high (alpha = 0.81) and as well as for the post-test (alpha = 0.78). 37 This study 
concluded that the OSCE exam is a reliable and valid tool to assess the ability of 
physicians to break bad news. 37 
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METHODS 
Project Design:  
This curriculum titled, “Breaking Bad News”, will involve SP encounters and a three-
hour workshop to educate, give feedback, and enable PA students to practice the difficult 
task of effectively breaking bad news. The project will also allow for participant feedback 
to further develop and modify the curriculum for the future. 
 
Project Population and Recruitment 
The population for this project will be students from the Boston University PA Program 
who are at the end of the clinical portion of their education. The Boston University PA 
program class size ranges from twenty five to thirty two students. All students will 
complete the curriculum module and SP encounters. With an estimated statistical power 
of 85%, test average of 3, sample average of 3.5 and standard deviation of 1 point, the 
sample size will need to be approximately 29 students.53 	  
Curriculum Intervention  
The intervention is designed to offer initial training, simulated experiences, and 
individual feedback using different educational strategies to teach PA students how to 
deliver bad news to patients and increase student competency with this skill.  
Components of the curriculum are adapted from studies outlined in chapter two and 
materials from MedEdPORTAL, a peer-reviewed health education online resource. To 
achieve the curriculum’s outlined learning objectives, the intervention will have 3 
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components: 1) a baseline OSCE session, 2) a classroom based workshop, and 3) a final 
OSCE SP encounter during the program’s summative clinical evaluation. Details 
regarding the structure of the workshop and curriculum learning objectives can be seen 
below in table 4. The intervention will take place during the last semester of the PA 
curriculum, which is towards the end of the clinical portion of the students’ education.  
The first OSCE will serve as a baseline measure of PA student competency. The 
student will be required to break bad news to an SP regarding likely diagnosis of 
premature ovarian failure, taken from a study conducted by Cvengros et al54. Details for 
the SP encounter can be seen in Appendix 1. Students will be assessed using a global 
rating scale. Afterwards, each student will be given feedback from the SP, to help 
identify the student’s strengths and weakness prior to attending the didactic module. 
A PA faculty member will lead the classroom based learning session. The 
workshop will include a short presentation on the components of breaking bad news 
using the SPIKES model. This model is chosen because it is empirically valid and has 
been adequately established to have a wide degree of acceptance in the medical 
community for a wide range of clinical scenarios. Students will then be shown videos 
demonstrating both “good” and “bad” examples of breaking bad news to patients and 
their family members. Afterwards, students will break into groups of three. In these small 
groups, students will each review one of their videos from the first OSCE along with their 
peers. This forum allows students to identify practices they might want to include in the 
future when they break bad news, as well as provide insight into their peers’ 
performances. After a short break, the small groups will then role-play various scenarios 
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of breaking bad news. In each group, one student will act as the provider, one will act as 
the recipient of bad news, and the other student will function as an observer/evaluator.  
The role-play enables students to practice the skills they have learned in low stress 
environment. At the end of the session, students will gather to debrief and discuss 
challenges and helpful strategies uncovered during their breakout session. 
The final OSCE will take place at the same time the student completes their 
summative clinical OSCE examinations for the program. In addition to clinical SP 
encounters, the student will have an SP encounter that requires student to deliver bad 
news to a patient. For this case, the student will inform the SP of a likely diagnosis of 
colon cancer (Appendix 2), also taken from Cvengros et al.54 The assessment used will be 
the same global rating scale used in the first SP encounter. The results of the baseline and 
post-intervention SP encounters will be compared to the first evaluation to directly 
measure improvement of competency. 
 
 
 
 
 
 
 
 
 
	   	  
 37	  
Table 6: Novel Curriculum Details and Learning Objectives 
Session Learning Objectives Location Duration 
SP encounter 
#1 
 
1. To infer the complexity of breaking 
bad news as a unique and required 
skill  
2. To identify personal strengths and 
weaknesses of bad news delivery 
University of 
Massachusetts 
Medical 
School, 
Worcester 
20 minutes  
Workshop 
PowerPoint 
 
 
 
 
Video 
Demonstration 
 
 
 
SP encounter 
review 
 
 
 
 
 
 
 
Break 
 
Small Group 
Role-Play 
 
Debriefing 
1. To list and describe the components 
of breaking bad news using the 
SPIKES model 
2. To construct a plan in order to break 
bad news  
 
1. To analyze and outline effective and 
ineffective methods of bad news 
delivery through observation of bad 
news delivery 
 
1. To distinguish and reflect on areas 
of personal improvement for 
breaking bad news by observing 
personal performance 
2. To critique and provide feedback on 
peer performance of breaking bad 
news by observing peer 
performances 
 
 
 
1. To combine skills learned during 
module to deliver bad news    
 
1. To summarize challenges of 
breaking bad news and ways to 
handle challenges 
 
Classroom  
20 minutes 
 
 
 
 
10 minutes 
 
 
 
 
1.5 hours 
 
 
 
 
 
 
 
 
10 minutes 
 
30 minutes 
 
 
20 minutes 
SP encounter 
#2  
1. To recall components of SPIKES to 
construct a plan for breaking bad 
news 
2. To implement skills learned from 
the workshop and effectively break 
bad news to an SP 
University of 
Massachusetts 
Medical 
School, 
Worcester  
20 minutes 
(As part of 8 
hour 
summative 
evaluation) 
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Project Variables and Measurement Tools: 
Table 5 is a summary listing the assessments and questionnaires that will be used during 
the curriculum intervention, as well as when they will be used during the study. A 
baseline survey will collect data regarding demographics as well as prior experience with 
breaking bad news. SPs will act as evaluators of the student’s performance of breaking 
bad news. The measurement tool will be a global rating scale adapted from a study 
completed by Schildmann et al.45 This tool contains only 5 items, each for the following 
domains of breaking bad news: 1) introduction, 2) disclosing bad news, 3) eliciting 
concerns, 4) providing information, 5) general aspects. Items are rated between 1 (very 
good) to 5 (very poor).45 At the completion of the entire curriculum, students will 
complete a survey to evaluate the study and provide feedback for consideration.  
 
Table 7: Breaking Bad News Curriculum Intervention Assessment Descriptions 	  
Timeline Evaluator Description of Assessment 
Prior to baseline 
OSCE 
Completed by 
student 
1. Survey (Appendix 3) 
- Demographics  
- Prior experience with breaking bad 
news  
During OSCE #1 Completed by SP 1. Global Rating Scale (Appendix 4) 
- SP evaluation of breaking bad news 
competency 
During OSCE #2 Completed by SP 1. Post module Global Rating Scale (same 
as Appendix 3) 
- SP evaluation of breaking bad news 
competency  
After OSCE #2  Completed by 
student  
1. Student evaluation of module (Appendix 
5) 
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Data Collection and Analysis 
The author of the study will collect the data and perform an analysis of assessments and 
questionnaires.  Descriptive statistics will be used to distinguish the PA students by their 
demographics.  
Global rating scale mean scores and standard deviations will be calculated for 
each participant, question, and overall score in the assessment. The pre-post changes of 
the participating PA students for overall scores and scores for the different domains of the 
global rating scale will be tested using a paired student T-test. P-values will be 
interpreted for significance of the results. 
 
Timeline and Resources 
Fall 2017  
• IRB project submission and approval	  
	  
Spring 2018 
• Development of classroom based role play scenarios 
• Selection of video examples of breaking bad news scenarios  
 
Summer 2018 
• Curriculum implementation 
o Early May – Baseline SP encounter and global rating scale assessment 
o Middle May - Classroom workshop  
o Late May – Final SP encounter during summative clinical OSCE, global 
rating scale assessment, student evaluation of course 
 
Fall 2018  
• Data analysis  
• Presentation of results 
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Institutional Review Board 
The study will be submitted for review to the Boston University Medical Campus IRB for 
exemption for educational studies under 45 CFR 46. 101 (b) criteria. If the IRB does not 
approve the educational status, a full IRB protocol will be submitted for expedited 
review.  
 
Budget Line Items 
 
- SP encounters: 
o 30 students x 30 minutes each x 2 sessions at the University of 
Massachusetts 
- Faculty supervision: 
o 3 hour workshop  
- Communication: 
o Email 
o Phone conference 
o Meetings 
- Supplies: 
o Handouts for role play scenarios 
o PowerPoint presentation 
o Video examples of breaking bad news 
o Videos of student’s baseline SP encounter performance  
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CONCLUSION 
Discussion 
This study focuses on PA student’s ability to break bad news. It is expected that using 
SPs in a novel PA curriculum intervention will enhance PA students’ competencies for 
breaking bad news to patients, as measured by a global rating scale. Strengths of this 
study is that it combines various methods for teaching bad news delivery through 
lectures, role-play, direct feedback, observation, and practice. 
PA students are often required to have health care experience prior to attending 
PA school. One obstacle of this study is that, because of this requirement, the students 
will have differences in their comfort level with difficult conversations and 
communication experience. Additionally, students will have different experiences and 
role models during their clinical rotations at the BU PA program. Combined, these prior 
experiences might skew the results of this study. The initial survey that the students 
complete in this study will help the author gain deeper insight into how prior experiences 
plays a role in competency.  
SPs will function as the evaluators of the student’s competency of breaking bad 
news. Studies confirm that SPs can be suitable evaluators of communication 
skills.18,37,38,44,45,50 The use of SPs can help to eliminate bias, and they have the unique 
ability to assess non-verbal communication. Based on this type of rater, the Likert global 
rating scale employed in this study is an appropriate instrument to measure breaking bad 
news competency. Global rating scales can yield more reliable and valid information on 
performance when compared to detailed checklists.55 A reason for this is that objective 
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itemized checklists do not allow for flexibility to reward different approaches to problem 
solving. Likert global rating scales enable SPs to judge the quality of the interaction and 
not just focus on the procedural aspects of breaking bad news. This is especially 
important as the communication of difficult information involves interpersonal skills 
beyond that of a checklist. However, there is still the possibility that results may vary 
between different SP evaluators, as the global rating scale is a subjective tool. 
Subjectivity can affect the reliability of this study and should be considered when 
analyzing the results. 
It should also be noted that the proposed study would be conducted with a small 
sample size of PA students from one program. This limits the overall generalizability of 
the results. Also, the BU PA program has SPs easily accessible at the University of 
Worchester Medical School. Costs of this curriculum (i.e. transportation, SP hourly rate, 
video capabilities) and access to resources must be considered for other programs that 
wish to implement a similar curriculum.  Furthermore, due to the small sample size there 
is no control group for comparison. Without a control group, the differences measured 
before and after the curriculum intervention cannot necessarily be attributed to the 
workshop. Lastly, student performance during the SP encounters, while similar to patient 
encounters, is not a direct representation of performance in authentic practice. Therefore, 
even if the study achieves the expected results of improvement in competency, it cannot 
determine the predictive validity of the intervention.  	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Summary 
This literature review helped to classify barriers to adequate education as well as possible 
curricula the instruction of PA students. Current barriers include time constraints, 
negative role models, and lack of feedback. An important take away is that any 
curriculum should have opportunities for demonstration, reflection, discussion, practice, 
and feedback. Because breaking bad news is a complex task, SPs are uniquely equipped 
to not only aid in education, but also assess students’ techniques and interpersonal skills. 
So far, research has been focused on improving skills for mainly physicians and medical 
students with favorable results. PAs have a medicine-based education similar to 
physicians and a scope of practice that includes these difficult conversations.  Therefore, 
it can be inferred that a breaking bad news curriculum for PA students is of equal 
importance, and also a skill that can be improved.  Using the principles uncovered in the 
literature review in a novel curriculum will help to identify if breaking bad news skills 
can be enhanced in PA students.  
This is one of the first studies focused on improving PA student competency with 
regards to breaking bad news. More research will be necessary to determine the ideal 
curriculum and areas of focus for education. This study divides the task of breaking bad 
news into 5 domains. Performance should be analyzed for each domain to shape the 
curriculum in future years. In addition, the results of the baseline measures should be 
compared to the initial survey results from students to see if prior healthcare experience 
enables the PA curriculum to be dedicated on specific areas of breaking bad news.  
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Clinical and/or public health significance 
A significant issue within the United States medical workforce is the adequate number of 
physicians to meet the demand of the nation’s expanding patient population.56 PAs are 
expected to help meet this need, and it is anticipated that the number of PA programs will 
grow from 199 in 2015 to 273 by 2020.56 As the population ages there will be a higher 
burden of disease and therefore more difficult conversations between patients and 
providers. As more PAs enter the workforce, appropriate education is needed for not only 
for technical skills, but interpersonal skills as well. If more emphasis is placed on 
education for PA students with regards to breaking bad news, it can be expected that the 
quality of relationships between patients and providers will also improve. With effective 
and empathic delivery of bad news, patients will find it easier to trust providers and be 
willing to return for follow up health care in the future. With increased follow up and 
patient-centered care, the overall health as a community will also advance.  	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APPENDIX 1 
	  
SP ENCOUNTER #1, taken from Cvengros et al.54 
 
BREAKING BAD NEWS  
PRACTICE CASE: PATIENT MCINTYRE 
 
 
Date: December 3, 2015    
 
Primary Case Author: Jamie A. Cvengros, PhD 
 
Secondary Case Author:  
 
Standardized Patient Educator: Ellenkate Finley, BFA and Rebecca Kravitz, BFA 
 
Name of Case: Breaking Bad News Practice Case  
 
Name of educational and or assessment activity: Breaking Bad News Module  
 
Patient Name: Karen McIntyre  
 
Chief Complaint: Irregular Period  
 
Most likely Diagnosis and Differential with rationale from history and/or physical exam: Given history of 
irregular periods and abnormal hormone levels (i.e., follicle stimulating hormone level = 45 IU/L, and 
estradiol level = 20 pmol/L), most likely diagnosis is premature ovarian failure.  Differential diagnosis 
also includes: polycystic ovarian syndrome, pregnancy, and endometriosis.  
 
Challenge question: None  
 
Domains: Check all that apply 
 Professionalism 
 Communication and Interpersonal skills 
 Medical History 
 Physical exam 
 Shared Decision Making 
 Patient Education 
 Clinical Reasoning 
 Documentation 
 Handoff 
 Presentation 
 Other:  
 
Type and level of learner: Medical students – advanced preclinical (e.g., second-year) 
 
Case Objectives: please list specific objectives for each of the domains you have checked above: 
1.  Collect a history of the chief complaint.  
2.  Review additional test results.  
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3.  Provide patient with test results that indicate significant concerns for fertility.  
 
 
SETTING: outpatient, in patient, ED, 
home, nursing home, rehab, group etc. 
Outpatient specialty clinic (i.e., gynecology)  
 
PATIENT PROFILE: Information about the “patient” that helps select an SP and helps the learner get an 
understanding of them as a person. SP will know more information about the patient than learner will 
ever ask but allows SP to portray a fully developed patient personality. If none of the items below are 
particulars for the case please write “all may be used.” 
Age range 30 – 45 (preferred stated age of 35) 
 
Race and/or ethnic group Any  
 
Religious/spiritual background  Any  
Sex (e.g., male, female, intersex, 
transwoman, transman) 
Female  
Sexual Orientation (e.g., heterosexual, 
lesbian, gay, bisexual, pansexual, queer, 
asexual) 
Heterosexual  
Gender expression (e.g., man, woman, 
gender queer) 
Woman  
Race/ethnicity: Any  
Physical description (e.g., BMI, height 
range) 
Any  
Physical limitations (e.g.,) None  
Patient appearance (e.g., disheveled, 
hospital gown, business casual, casual) 
Casually dressed and well-groomed.  
Moulage + location (e.g., none, bruises, 
scars, body piercing, tattoos) 
None  
Affect (e.g., pleasant, cooperative) Pleasant, cooperative, appropriately concerned about 
symptoms.  
Family group (e.g., who is family, who 
they live with) 
Recently moved-in with boyfriend of 5 years (Mike), no 
others in the home.  
 
Education Bachelor’s in English  
 
Level of health literacy Well-educated.  Has been trying to achieve pregnancy.  
 
Employment, if any - present and past, 
noting any current stresses 
Currently an editor for local publishing company.  No recent 
change and no significant occupational stress.  
Home/homeless - type of dwelling, 
number of stories, owned or rented 
Apartment in affluent neighborhood of large city.  
 
Financial situation- any current stresses Stable finances.  No current stressors.  
 
Insurance Status (e.g., un/under/insured, 
public/private, HMO/PPO) 
Private insurance through employer.  
 
Habits (i.e., diet, exercise, caffeine, You eat cereal for breakfast and pack lunch for work.  You 
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smoking, alcohol, drugs) have recently been eating out more for dinner since moving 
to new apartment (“with all the unpacking, we are just too 
tired to cook”).  
Previously exercised regularly, but have not since moving 
(“just no time”).   
Drink 1 Diet Coke with lunch.  
No current alcohol as you are trying to get pregnant.  
Previously drank no more than 3 drinks per week.  
Smoked cigarettes socially in college.  No smoking in over 
10 years.  
No street or illicit drug history.  
Activities (i.e., hobbies, sports, clubs, 
friends) 
Going to movies with boyfriend.  Reading.  
 
Typical day - what is the usual daily 
routine 
Up at 7am.  Work from 8:30am to 5:00pm.  Home by 
6:00pm.  Dinner and time with boyfriend.  
 
 
CASE INFORMATION 
Chief Concern: What the patient will say when 
greeted by the student. The patient’s primary 
reason for seeking medical care often stated in 
his/own words. 
“My doctor referred me here because I’ve been 
having irregular periods, and I really want to get 
pregnant.”  
Additional Concerns: Other, if any, concerns the 
patient has today (i.e., symptoms, requests, 
expectations, etc.) that will become part of set 
agenda.  
Weight gain (10 pounds) 
 
THE PATIENT STORY: The SP will be asked to 
tell their symptom story and the personal and 
emotion impact for each of their concerns. You 
will want to write this is the patient voice. The 
symptom story should be able to answer this 
question:“Tell me more about [chief 
concern/additional concern], starting at the 
beginning and bringing me up to now.”  
 
The personal context should be able to answer 
questions concerning the broader 
personal/psychosocial context of symptoms, 
especially the patient beliefs/attributions.  
 
The emotional context should be able to ask how 
are you doing with this, how does this make you 
feel, how has this affected you emotionally? 
IMPACT: How has this affected your life? How 
has this been for your family?  
“I’ve always had a long-cycle, like 33 or 34 days, 
but is has been pretty regular.  In the last few 
months, my cycle has gotten really irregular – I 
even skipped one month and it was like 7 weeks 
between periods.   I’m really starting to worry that 
this will make it hard to get pregnant.”  
 
Perspective on symptoms: “Like I said, I thought 
maybe it was stress, but things are really good now 
with Mike.  I’ve gained about 10 pounds, do you 
think that could do it?”  
 
Impact of symptoms: “I’m just concerned about 
getting pregnant, but I haven’t had to miss work or 
anything due to my period.”  
 
HISTORY OF PRESENT ILLNESS: Although some of the HPI will be given in the patient’s symptom 
story, the learners will expand the story during the direct question section. Below describe the detailed 
history, usually about the chief concern, which the student must develop in order to make a useful 
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assessment of the problem: 
Onset (when; gradual or sudden) Significant irregularity in periods started about 6 
months ago.  Changes was gradual.  
Setting (what was going on or where was patient 
when symptoms first noticed?) 
Not applicable.  
Duration (how long) Not applicable.  
Time relationships (frequency, constant or 
intermittent) 
Irregular period for last 6 months.  In that time, 
you have had 4 periods ranging in length from 2 to 
9 days and time between periods ranging from 30 
days to about 7 weeks. 
Location Not applicable.  
Radiation Not applicable.  
Quality Quality of periods are irregular too.  Some are very 
light and others are really heavy (having to change 
pad/tampon after 2 hours).   
 
If asked about severity of pain/cramping: variable, 
but usually no more than 5/10 and manageable 
with Advil.   
Amount Not applicable.  
Aggravated by what Nothing you can identify.  You moved in with 
your long-term boyfriend, Mike, and thought it 
might be “due to stress” but you are settled into 
new place and very happy with living situation 
now.   
Relieved by what None.  
Associated with what None.  
Attitude (what does the patient think is the 
problem, and how does he/she feel about it) 
Concerned (but not overly so) that this will make 
getting pregnant difficult.  
Overall course  
 
REVIEW OF SYSTEMS: Significant positives and negatives 
Normal review of systems.   
  
  
 
Past medical history  
Medication allergies (Name and reaction) No known allergies.  
Environmental allergies (Name and reaction) No known allergies.  
Illnesses No significant adult or childhood illnesses. 
Vaccinations All up to date, including recent flu shot.  
Surgeries None.  
Accidents/ injuries/ trauma Car accident in your early 20s, suffered whiplash, 
but no lasting effects.  
Hospitalization Overnight, after the car accident.  
 
Inclusive sexual and reproductive history:  
Sexual practices 
Sexual partners 
Protection: Use of safer sex practices 
Heterosexual, monogamous  
Past – 5; current – 1  
None – trying to get pregnant 
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Use of birth control if appropriate 
Risk of intimate partner violence 
None – trying to get pregnant 
None – feels safe in current relationship  
Ob/GYN HISTORY Age of onset of menses = 14 years  
Age of menopause = premenopausal  
Number of pregnancies = none  
Number of live births = none 
Number of miscarriages = none 
Number of abortions = none  
Last PAP = 1 year ago (PAP smears have always 
been normal) 
Last Pelvic Exam = 1 year ago (normal)  
Medications Prescription/dose/reason = None  
Over the counter/dose/reason = Advil as needed 
for pain.  
                                                           Multivitamin  
Herbs/supplements/dose/reason = None 
Other:  
Immunizations  Tetanus 
 Flu 
 Hepatitis 
 Pneumovax 
 HPV 
 Other 
Tobacco products:  
 Cigarettes 
 Cigar 
 Pipe 
 Chew 
 E-cigarettes 
 Never 
 Past- year started/year quit = last cigarette 
10 years ago 
 Current 
Quantity 
# of years 
Alcohol 
 Beer 
 Wine 
 Liquor 
 Other 
 
 Never 
 Past- year started/year quit = last alcohol 6 
months ago 
 Current 
o Quantity 
o # of years 
Drugs 
□	 Weed 
□	 Cocaine 
□	 Heroin 
□	 Meth 
□	 Other  
□	 IV 
□	 Inhalants 
□	 Other 
 
 Never 
 Past- year started/year quit 
 Current 
Quantity 
                # of years 
Diet (describe) You eat cereal for breakfast.  You pack a lunch of 
sandwich and chips.  You have been eating out 
more or ordering in for dinner since you and 
boyfriend moved to new apartment “with all the 
unpacking, we are just too tired to cook.”   
Exercise (describe) “When I can” – used to regularly go to the gym, 
but that decreased in the last 6 months as well. 
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“Just no time with the move.” 
List any other important social history or 
information important to this case 
Trying to achieve pregnancy.  
Family history  
Mother, Father, Siblings, Grandparents, and other 
significant findings.  
Mother = Age as appropriate, healthy, post-
menopausal (no OB/GYN problems) 
 
Father = Age as appropriate, healthy  
 
Sister(s) = One sister (2 years older), health, has 
two children   
 
Grandparent(s) = Age as appropriate, no 
significant health conditions  
 
 
 
Physical Exam- List exam maneuvers expected for this case and any abnormal findings that SP will 
simulate. (tenderness, hyper-hypo reflex, rebound, weakness etc. )  
 
Physical Exam will be deferred.  After collecting history (about 5-6 minutes), faculty should do a 
summary of history and then take a TIME-OUT and then tell students “at this point you would 
recommend / do physical exam.”   
 
Faculty should then review Part B of the door chart with relevant test results (they will narrate this to the 
students).  Then case will resume with Part B as if you have returned after a few weeks having had some 
blood tests.  Time elapsed between part A and part B would be roughly 3 weeks.  Faculty will then 
restart the encounter and provide you with the results of these tests.  See “Other Notes” below.  
 
 
PHYSICAL EXAM FINDINGS Not applicable.  
1) Written in layman’s terms  
2) General appearance- affect, appearance, 
position of patient at opening (i.e. sitting, 
laying down, holding abdomen etc.)  
 
3) Vital signs  
4) Specific findings and affect  
5) Response to certain physical movements  
  
DIAGNOSIS AND DIFFERENTIAL  
Diagnosis with support from positive and negative 
history and PE findings 
Given history of irregular periods and abnormal 
hormone levels (i.e., follicle stimulating hormone 
level = 45 IU/L, and estradiol level = 20 pmol/L), 
most likely diagnosis is premature ovarian 
failure.  Differential diagnosis also includes: 
polycystic ovarian syndrome, pregnancy, and 
endometriosis.  
Differential with support from positive and 
negative history and PE findings 
 
  
MANAGEMENT OR DIAGNOSITIC PLAN Provide patient with diagnosis of premature 
ovarian failure.  
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PROFESSIONALISM ISSUES OR 
CHALLENGES: 
Breaking bad new to patient of diagnosis.  
Other Case Notes:  After the time-out, the faculty will return to 
discuss the results of your testing.  This includes 
blood work you had drawn as recommended 
during part A of the encounter.   
 
Faculty will present you with likely diagnosis of 
premature ovarian failure (“premature 
menopause”) and inform you that this means you 
are infertile.    
 
Upon hearing this news, you should initially 
appear shocked on the diagnosis of infertility.    
Do NOT focus on asking medical questions – the 
goal for this encounter is for faculty to break the 
bad news in a compassionate way.  They should 
provide you with the explanation of the tests 
completed and the meaning of the results.  Feel 
free to ask questions about the results if they do 
not provide them.   
 
Throughout the process, the faculty should use 
good communication skills to break this bad news 
to you.   They should create an environment and 
tone that is supportive (e.g. calm voice, prep you 
for the fact that the test results are not what you 
were hoping for, and provide empathic reflections 
on your distress).  As such, you should be 
emotional (but not inconsolable) in this second 
half of the encounter.  Phrases such as “this is not 
what I was expecting” and “how am I am going to 
tell Mike (your boyfriend)” and questions like “did 
I do something wrong?” are all good expressions 
of your sadness and disappointment.   You should 
NOT press for “other options” and should NOT 
insist on a second-opinion or “talking to the 
attending.”   Create a serious emotional 
environment, but not too uncomfortable.   Faculty 
should have opportunity to spend time just helping 
you process your emotions and provide support.   
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APPENDIX 2 
SP Encounter #2, taken from Cvengros et al.54 
 
BREAKING BAD NEWS  
SP CASE: PATIENT ALLEN 
 
 
Date: December 14, 2015  
 
Primary Case Author: Jamie Cvengros, PhD 
 
Secondary Case Author: Rupel Dedhia, MD 
 
Standardized Patient Educator: Ellenkate Finley, BFA and Becca Kravitz, BFA 
 
Name of Case: Cancer Recurrence 
 
Name of educational and or assessment activity: Breaking Bad News 
 
Patient Name: Mr./Ms. Terry Allen 
 
Chief Complaint: “I’ve been having blood in my stool” 
 
Most likely Diagnosis and Differential with rationale from history and/or physical exam: 
Colon Cancer 
Rectal Cancer 
Diverticulosis 
Hemorrhoids 
 
Challenge question: N/A 
 
Domains: Check all that apply 
X  Professionalism 
X  Communication and Interpersonal skills 
X  Medical History 
X  Physical exam 
□	 Shared Decision Making 
□	 Patient Education 
□	 Clinical Reasoning 
X  Documentation 
□	 Handoff 
□	 Presentation 
□	 Other:  
 
Type and level of learner: second year medical student 
 
Case Objectives: please list specific objectives for each of the domains you have checked above: 
1.  Identify common barriers to effectively delivering bad news to patients. 
2. Use advanced communication skills to address distress while breaking bad news.  
3. Utilize an empirically supported approach to deliver bad news. 
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4. Address personal distress experienced when delivering bad news.  
 
 
 
SETTING: outpatient, in patient, ED, 
home, nursing home, rehab, group etc. 
outpatient 
PATIENT PROFILE: Information about the “patient” that helps select an SP and helps the learner get an 
understanding of them as a person. SP will know more information about the patient than learner will 
ever ask but allows SP to portray a fully developed patient personality. If none of the items below are 
particulars for the case please write “all may be used.” 
Age range 35-70 (stated age 55) 
 
Race and/or ethnic group All may be used 
 
Religious/spiritual background  All may be used 
Sex (e.g., male, female, intersex, 
transwoman, transman) 
All may be used 
 
Sexual Orientation (e.g., heterosexual, 
lesbian, gay, bisexual, pansexual, queer, 
asexual) 
All may be used 
 
Gender expression (e.g., man, woman, 
gender queer) 
All may be used 
 
Race/ethnicity: All may be used 
 
Physical description (e.g., BMI, height 
range) 
All may be used 
 
Physical limitations (e.g.,)  
Patient appearance (e.g., disheveled, 
hospital gown, business casual, casual) 
Hospital gown, well-groomed. 
Moulage + location (e.g., none, bruises, 
scars, body piercing, tattoos) 
none 
Affect (e.g., pleasant, cooperative) You are appropriately concerned about your symptoms 
now that you have been “referred to a specialist.”  You 
are cooperative with student.     
Family group (e.g., who is family, who 
they live with) 
Lives with spouse 
Education Masters in Business 
Level of health literacy Average 
 
Employment, if any - present and past, 
noting any current stresses 
Marketing  
 
Home/homeless - type of dwelling, 
number of stories, owned or rented 
Rented apartment 
 
Financial situation- any current stresses  
Recent investment went poorly – causing significant 
financial strain 
Insurance Status (e.g., un/under/insured, Insured 
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public/private, HMO/PPO)  
Habits (i.e., diet, exercise, caffeine, 
smoking, alcohol, drugs) 
Coffee with breakfast bar in the car on the way to work. 
Pack lunch most days or get fast food with colleagues. 
Generally cook at home – combination of prepared and fresh 
foods. Doesn’t really exercise but tries to get out and do 
something like walking on the weekends. Smoke ½ pack -1 
pack per day since college. Usually drink a beer or cocktail 
with dinner, may have 2 on the weekends. 
 
Activities (i.e., hobbies, sports, clubs, 
friends) 
Dining out, visiting with friends 
 
Typical day - what is the usual daily 
routine 
See Habits, above. Sleeping well, 7-8 hours per night until 
the last two weeks (since you made this appointment). Now 
sleeping 5-6 hrs with difficulty falling asleep. 
 
 
CASE INFORMATION 
Chief Concern: What the patient will say when 
greeted by the student. The patient’s primary 
reason for seeking medical care often stated in 
his/own words. 
 
 “My regular doctor 
referred me here because I’ve been having blood 
in my stool.” 
Additional Concerns: Other, if any, concerns the 
patient has today (i.e., symptoms, requests, 
expectations, etc.) that will become part of set 
agenda.  
 
 THE PATIENT STORY: The SP will be asked to 
tell their symptom story and the personal and 
emotion impact for each of their concerns. You 
will want to write this is the patient voice. The 
symptom story should be able to answer this 
question:“Tell me more about [chief 
concern/additional concern], starting at the 
beginning and bringing me up to now.”  
 
The personal context should be able to answer 
questions concerning the broader 
personal/psychosocial context of symptoms, 
especially the patient beliefs/attributions.  
 
The emotional context should be able to ask how 
are you doing with this, how does this make you 
feel, how has this affected you emotionally? 
IMPACT: How has this affected your life? How 
has this been for your family?  
“I’ve been having bright red blood in my stool and 
occasionally on toilet paper when I wipe. I’ve 
noticed it on and off for the last year.  I didn’t 
think much of it at first… you know, Dr. Martin 
recommended I try Preparation-H for possible 
hemorrhoids (which was really embarrassing) but 
it didn’t really help and so she referred me to this 
clinic. It happened 1x a month or so for the first 
six months, but over the last six months, it has 
been occurring almost daily with most bowel 
movements.  I’ve lost about 10lbs and find I’m not 
as hungry as I used to be. Also, my stools are hard 
and I have pain on the lower left side of my belly 
when I have a bowel movement.  I’ve been getting 
more worried since being referred to a specialist. 
Lately I find myself worrying about it when I 
should be focusing on work, and I’ve had some 
difficulty getting to sleep.  
HISTORY OF PRESENT ILLNESS: Although some of the HPI will be given in the patient’s symptom 
story, the learners will expand the story during the direct question section. Below describe the detailed 
history, usually about the chief concern, which the student must develop in order to make a useful 
assessment of the problem: 
 Onset (when; gradual or sudden) First noticed blood in stool about one year ago.   
Setting (what was going on or where was patient  
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when symptoms first noticed?) 
Duration (how long) Happened 1x a month or so for the first 6 months.  
Over the last 6 months, it has been occurring 
almost daily with most bowel movements 
Time relationships (frequency, constant or 
intermittent) 
Location  
Radiation LLQ pain with BM, nonradiating (if asked) 
Quality Bright red blood in stool and occasionally on toilet 
paper when you wipe.  Hard stool with each BM.  
Amount  
Aggravated by what Nothing you can identify.   
Relieved by what Nothing you can identify.  You tried eating more 
fiber and drinking water but it doesn’t seem to 
make a difference.  You also tried hemorrhoid 
cream, but it also didn’t make a difference. 
Associated with what LLQ pain when having a bowel movement  
 
Attitude (what does the patient think is the 
problem, and how does he/she feel about it) 
You are reasonably concerned (but not scared) and 
starting to get more worried since your doctor 
referred you to the GI specialist. 
Just since making this appointment, you’ve been 
worrying more.  They worry has been impacting 
your sleep and your ability to concentrate at work. 
“Like I said, I thought it was just hemorrhoids, and 
that’s kind of embarrassing to talk about you 
know.”   
Overall course Severity: 3-4/10 (if asked) 
REVIEW OF SYSTEMS: Significant positives and negatives 
10lb weight loss No diarrhea 
Decreased appetite No rectal pain 
Hard stool No epigastric pain 
 No nausea/vomiting 
 
Past medical history  
Medication allergies (Name and reaction) None 
Environmental allergies (Name and reaction) None 
Illnesses None 
Vaccinations Up to date 
Surgeries none 
Accidents/ injuries/ trauma Slipped on the ice hanging Christmas lights one 
year, sprained your back, no lasting injuries.  
Hospitalization none 
 
Inclusive sexual and reproductive history 
Sexual practices 
Sexual partners 
Protection: Use of safer sex practices 
Use of birth control if appropriate 
Risk of intimate partner violence 
 
1, Heterosexual 
Condoms 
Condoms 
None 
Ob/GYN HISTORY Age of onset of menses 
Age of menopause 
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Number of pregnancies 
Number of live births 
Number of miscarriages 
Number of abortions 
Medications Prescription/dose/reason 
Over the counter/dose/reason: Preparation-H 
(possible hemorrhoids, did not help 
Herbs/supplements/dose/reason 
Other:  
Immunizations         X     Tetanus 
        X      Flu 
        X      Hepatitis 
□	 Pneumovax 
□	 HPV 
□	 Other 
Tobacco products:  
         X     Cigarettes 
□	 Cigar 
□	 Pipe 
□	 Chew 
□	 E-cigarettes 
□	 Never 
□	 Past- year started/year quit 
X    Current 
o Quantity: ½ pack – 1 pack/day  
o # of years: ‘since college’ 
Alcohol 
□	 Beer 
□	 Wine 
□	 Liquor 
□	 Other 
 
□	 Never 
□	 Past- year started/year quit 
□	 Current 
o Quantity 
o # of years 
Drugs 
□	 Weed 
□	 Cocaine 
□	 Heroin 
□	 Meth 
□	 Other  
□	 IV 
□	 Inhalants 
□	 Other 
 
        X      Never 
□	 Past- year started/year quit 
□	 Current 
o Quantity 
□	 # of years 
Diet (describe) See Habits 
Exercise (describe) See Habits 
List any other important social history or 
information important to this case 
You have never had a colonoscopy because you 
didn’t want to ‘go through all the prep’. You feel 
safe at home and in your neighborhood, and have 
great support from your spouse and extended 
family (who live in the suburbs)  
Family history  
Mother, Father, Siblings, Grandparents, and other 
significant findings.  
Mother and father are alive, appropriately aged, 
and healthy. You have one sister who is two years 
younger, and two nieces or nephews. One 
grandparent diet of colon cancer in their 80s. You 
do not have children.  
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Physical Exam- List exam maneuvers expected for this case and any abnormal findings that SP will 
simulate. (tenderness, hyper-hypo reflex, rebound, weakness etc. )  
 
Mild tenderness with deep abdominal palpation in the lower left quadrant 
 
Findings provided to student between Parts A and B: 
 
Colonoscopy report:  
There is a multilobular polypoid mass located in descending colon extending distally 5cm 
Pathology: Biopsies, descending colon mass: Invasive moderately differentiated adenocarcinoma, HPV 
negative 
 
PHYSICAL EXAM FINDINGS  
6) Written in layman’s terms  
7) General appearance- affect, appearance, 
position of patient at opening (i.e. sitting, 
laying down, holding abdomen etc.)  
 
8) Vital signs Normal 
9) Specific findings and affect  
10) Response to certain physical movements  
  
DIAGNOSIS AND DIFFERENTIAL  
Diagnosis with support from positive and negative 
history and PE findings 
 
Differential with support from positive and 
negative history and PE findings 
 
  
MANAGEMENT OR DIAGNOSITIC PLAN After physical exam, students will leave and 
review Part B of the door chart with additional 
relevant test results.  Then case will resume with 
Part B as if you have completed an outpatient 
colonoscopy and are back ~2 weeks later for 
results.  Time elapsed between part A and part B 
would be roughly 2 weeks.  Students will then 
restart the encounter and provide you with the 
results of these tests.   
  
PROFESSIONALISM ISSUES OR 
CHALLENGES: 
After the time-out, the student will return to 
discuss the results of your testing.  Note: this part 
B is after a time delay of ~2 weeks.  During that 
time, you underwent a colonoscopy ordered by the 
GI doc at the first visit (part A).  
 
Student will present you that findings suggest you 
had a mass with pathology consistent with colon 
cancer. Student will provide general information 
about palliative care and defer planning to 
physician.   
 
Upon hearing this news, you should appear 
shocked and disbelieving the cancer diagnosis.  
“How can this be happening to me?”   
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At this point, student should answer your 
questions, and you come to realization that you do 
have cancer diagnosis.  Become appropriate tearful 
and distressed, although not hysterical.  Take 
several moments and “collect yourself” and say, 
“not what I was expecting, but what do we do 
from here?”  
 
Throughout the process, the student should use 
good communication skills to break this bad news 
to you.   They should create an environment and 
tone that is supportive (e.g. calm voice, prep you 
for the fact that the test results are not good, and 
provide empathic reflections on your concerns and 
worries).  As such, you should be emotional (but 
not inconsolable) in this second half of the 
encounter.  Phrases such as “this is not what I was 
expecting” and “how am I am going to tell Caitlin” 
and “I knew I should have said something to my 
doctor sooner” and questions like “did I do 
something wrong?” are all good expressions of 
your fear and distress.   Also make a comment 
about financial strain, “how will I pay for this?”  
 
If the student is not empathic, become quiet and 
withdrawn, although still cooperative (e.g., “Yeah, 
fine, whatever” and look away, cross your arms, 
and maybe even an overt sneer at them to convey 
that you are hurt and offended at how they chose 
to tell you this information).  Agree (passive-
aggressively) with whatever the student suggests 
as far as plan (e.g., “Fine. Whatever. Look, are we 
done now? I can’t deal with you right now”).  If 
the student begins to pick up on these cues and 
recognizes that they were becoming un-empathic 
and changes their tone and behavior, dial it back 
and tell them that you appreciate their change of 
tone. 
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APPENDIX 3 
Demographics and Prior Breaking Bad News Survey  
 
 
Question Answer Choices 
Age  Write here:  
What gender do you identify with?  Male 
Female 
Approximately how many times have you 
observed the delivery of bad news during 
your clinical rotations? 
Less than 5 
More than 5 but less than 10 
More than 10 
Approximately how many times have you 
personally delivered bad news during your 
clinical rotations? 
Less than 3 
More than 3 but less than 6 
More than 6 
Have you had any positive role models for 
bad news delivery? 
Describe here: 
Have you had any negative role models for 
bad news delivery?  
Describe here:  
Do you feel comfortable delivering bad 
news? 
1 – not comfortable at all 
2 – somewhat uncomfortable  
3 – neither comfortable or uncomfortable 
4 – somewhat comfortable 
5 – very comfortable 
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APPENDIX 4 
Global Rating Scale, adapted from Schildmann et. al45 
 
Domain Question Assessment 
1. Setting the scene 
 
This section looks at whether the 
PA facilitated an initial rapport 
before breaking the bad news. 
This can be done by providing 
and environment which allows 
private and comfortable 
communication, by the PA 
introducing him/herself, and by 
the PA showing and interest in the 
patient as an individual. 
 
All together, how 
good did the PA 
manage contacting the 
patient? 
1 – Very good 
2 – Good 
3 – Medium 
4 – Poor 
5 – Very Poor 
2. Breaking the News 
 
This section specifically focuses 
on whether the PA was sensitive 
to this patient’s perspective when 
he/she delivered the news (the 
establishment of rapport is scored 
in the above section). The amount 
of information to give each 
individual may vary depending on 
what the patient already knows. 
Individual patients may vary in 
the amount of information they 
wish to receive during the 
interview, and in the rate at which 
they assimilate to the news. 
All together, how 
good did the PA 
manage breaking the 
news? 
1 – Very good 
2 – Good 
3 – Medium 
4 – Poor 
5 – Very Poor 
3. Eliciting concerns 
 
This section focuses on whether 
the PA actively attempted to gain 
a clear idea of the personal 
implications and meaning of the 
news to this patient, and the 
concerns that it generated.  
All together, how 
good did the PA 
manage eliciting the 
patient’s concerns? 
 
1 – Very good 
2 – Good 
3 – Medium 
4 – Poor 
5 – Very Poor 
4. Information giving All together, how 1 – Very good 
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Domain Question Assessment 
 
This section looks at all aspects 
other than giving the news itself. 
good did the PA 
manage information 
giving? 
2 – Good 
3 – Medium 
4 – Poor 
5 – Very Poor 
5. General Considerations 
 
This section relates to the 
interview as a whole.  
All together, how 
good was the PA’s 
communication 
behavior in this 
interview?  
1 – Very good 
2 – Good 
3 – Medium 
4 – Poor 
5 – Very Poor 
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APPENDIX 5 
Curriculum Evaluation  
Question Answer choices 
How helpful was overall curriculum 
intervention 
1 – not helpful at all 
2 – somewhat unhelpful 
3 – neither unhelpful or helpful 
4 – somewhat helpful 
5 – very helpful 
How realistic were the SP encounters 1 – not realistic at all 
2 – somewhat unrealistic  
3 – neither unrealistic or realistic 
4 – somewhat realistic 
5 – very realistic 
Effectiveness of pre-workshop SP 
encounter/feedback 
1 – not effective at all 
2 – somewhat ineffective 
3 – neither ineffective or effective 
4 – somewhat effective 
5 – very effective 
Effectiveness of PowerPoint lecture to teach 
breaking bad news 
1 – not effective at all 
2 – somewhat ineffective 
3 – neither ineffective or effective 
4 – somewhat effective 
5 – very effective 
Effectiveness of video demonstration to teach 
breaking bad news 
1 – not effective at all 
2 – somewhat ineffective 
3 – neither ineffective or effective 
4 – somewhat effective 
5 – very effective 
Effectiveness of peer video review to teach 
breaking bad news 
1 – not effective at all 
2 – somewhat ineffective 
3 – neither ineffective or effective 
4 – somewhat effective 
5 – very effective 
Effectiveness of Role-Play to teach breaking 
bad news 
1 – not effective at all 
2 – somewhat ineffective 
3 – neither ineffective or effective 
4 – somewhat effective 
5 – very effective 
Prior to the classroom-based workshop, I felt 
like I had a plan to break bad news 
Yes  
No 
After the classroom-based workshop, I felt like 
I had a plan to break bad news 
Yes 
No 
Other   Write other comments here:  
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LIST OF JOURNAL ABBREVIATIONS 
Acad Med  Academic Medicine  
ACEP American College of Emergency Physicians  
Am Assoc Cancer Educ American Association for Cancer Education 
Am J Crit Care American Journal of Critical Care  
Am J Med Genet American Journal of Medical Genetics 
Am J Surg The American Journal of Surgery  
Am Soc Clin Oncol American Society of Clinical Oncology 
Arch Pediatr Adolesc Archives of Pediatrics and Adolescent Medicine  
Br J Cancer British Journal of Cancer  
Br Med J Clin Res Ed British Medical Journal (Cancer Research Edition)  
Eur J Cancer European Journal of Cancer 
Hum Resour Health Human Resources for Health  
J Assoc Am Med Coll Journal of the Association of American Medical Colleges  
J Bus Ethics Journal of Business Ethics 
J Cancer Educ Journal of Cancer Education 
J Clin Oncol Journal of Clinical Oncology  
J Emerg Trauma Shock Journal of Emergencies, Trauma and Shock 
J Palliat Med Journal of Palliative Medicine 
J Physician Assist Educ The Journal of Physician Assistant Education  
J Rural Health Assoc The Journal of Rural Health 
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J Surg Res Journal of Surgical Research 
JAMA The Journal of the American Medical Association 
JPMA  Journal of Pakistan Medical Association 
Lancet Lond Engl The Lancet (London, England) 
Med Educ The Association for the Study of Medical Education 
Med J Malaysia The Medical Journal of Malaysia 
Mt Sinai J Med N Y Mount Sinai Journal of Medicine, New York 
NCHS  National Center for Health Statistics 
Ochsner J. The Oschner Journal 
Patient Educ Couns Patient Education and Counseling 
J Soc Simul Healthc The Journal of the Society for Simulation in Healthcare  
  
	   	  
 65	  
REFERENCES 1.	  	   Ptacek	  JT,	  Eberhardt	  TL.	  Breaking	  bad	  news.	  A	  review	  of	  the	  literature.	  JAMA.	  1996;276(6):496-­‐502.	  2.	  	   AAPA	  |	  American	  Academy	  of	  Physician	  Assistants.	  https://www.aapa.org/what-­‐is-­‐a-­‐pa/?utm_source=aapa.org&utm_medium=blue_buttons&utm_content=what&utm_campaign=homepage.	  Accessed	  December	  30,	  2016.	  3.	  	   Burgers	  C,	  Beukeboom	  CJ,	  Sparks	  L.	  How	  the	  doc	  should	  (not)	  talk:	  when	  breaking	  bad	  news	  with	  negations	  influences	  patients’	  immediate	  responses	  and	  medical	  adherence	  intentions.	  Patient	  Educ	  Couns.	  2012;89(2):267-­‐273.	  doi:10.1016/j.pec.2012.08.008.	  4.	  	   Baile	  WF.	  SPIKES-­‐-­‐A	  Six-­‐Step	  Protocol	  for	  Delivering	  Bad	  News:	  Application	  to	  the	  Patient	  with	  Cancer.	  The	  Oncologist.	  2000;5(4):302-­‐311.	  doi:10.1634/theoncologist.5-­‐4-­‐302.	  5.	  	   Beale	  EA,	  Baile	  WF,	  Aaron	  J.	  Silence	  Is	  Not	  Golden:	  Communicating	  With	  Children	  Dying	  From	  Cancer.	  J	  Clin	  Oncol.	  2005;23(15):3629-­‐3631.	  doi:10.1200/JCO.2005.11.015.	  6.	  	   Makoul	  G.	  The	  SEGUE	  Framework	  for	  teaching	  and	  assessing	  communication	  skills.	  Patient	  Educ	  Couns.	  2001;45(1):23-­‐34.	  7.	  	   Garwick	  AW,	  Patterson	  J,	  Bennett	  FC,	  Blum	  RW.	  Breaking	  the	  news.	  How	  families	  first	  learn	  about	  their	  child’s	  chronic	  condition.	  Arch	  Pediatr	  Adolesc	  
Med.	  1995;149(9):991-­‐997.	  8.	  	   Think	  GRIEV_ING	  When	  Giving	  Bad	  News	  to	  Loved	  Ones	  //	  ACEP.	  https://www.acep.org/clinical-­‐-­‐-­‐practice-­‐management/think-­‐griev_ing-­‐when-­‐giving-­‐bad-­‐news-­‐to-­‐loved-­‐ones/.	  Accessed	  January	  4,	  2017.	  9.	  	   Orgel	  E,	  McCarter	  R,	  Jacobs	  S.	  A	  Failing	  Medical	  Educational	  Model:	  A	  Self-­‐Assessment	  by	  Physicians	  at	  All	  Levels	  of	  Training	  of	  Ability	  and	  Comfort	  to	  Deliver	  Bad	  News.	  J	  Palliat	  Med.	  2010;13(6):677-­‐683.	  doi:10.1089/jpm.2009.0338.	  10.	  	   Parker	  PA,	  Ross	  AC,	  Polansky	  MN,	  Palmer	  JL,	  Rodriguez	  MA,	  Baile	  WF.	  Communicating	  with	  Cancer	  Patients:	  What	  Areas	  do	  Physician	  Assistants	  Find	  Most	  Challenging?	  J	  Cancer	  Educ.	  2010;25(4):524-­‐529.	  doi:10.1007/s13187-­‐010-­‐0110-­‐1.	  
	   	  
 66	  
11.	  	   Fallowfield	  L,	  Jenkins	  V.	  Communicating	  sad,	  bad,	  and	  difficult	  news	  in	  medicine.	  Lancet	  Lond	  Engl.	  2004;363(9405):312-­‐319.	  doi:10.1016/S0140-­‐6736(03)15392-­‐5.	  12.	  	   Brown	  R,	  Dunn	  S,	  Byrnes	  K,	  Morris	  R,	  Heinrich	  P,	  Shaw	  J.	  Doctors’	  stress	  responses	  and	  poor	  communication	  performance	  in	  simulated	  bad-­‐news	  consultations.	  Acad	  Med	  J	  Assoc	  Am	  Med	  Coll.	  2009;84(11):1595-­‐1602.	  doi:10.1097/ACM.0b013e3181baf537.	  13.	  	   Ishaque	  S,	  Saleem	  T,	  Khawaja	  FB,	  Qidwai	  W.	  Breaking	  bad	  news:	  exploring	  patient’s	  perspective	  and	  expectations.	  JPMA	  J	  Pak	  Med	  Assoc.	  2010;60(5):407-­‐411.	  14.	  	   Schaad	  B,	  Bourquin	  C,	  Bornet	  F,	  et	  al.	  Dissatisfaction	  of	  hospital	  patients,	  their	  relatives,	  and	  friends:	  Analysis	  of	  accounts	  collected	  in	  a	  complaints	  center.	  
Patient	  Educ	  Couns.	  2015;98(6):771-­‐776.	  doi:10.1016/j.pec.2015.02.019.	  15.	  	   Ablon	  J.	  Parents’	  responses	  to	  their	  child’s	  diagnosis	  of	  neurofibromatosis	  1.	  
Am	  J	  Med	  Genet.	  2000;93(2):136-­‐142.	  16.	  	   Dosanjh	  S,	  Barnes	  J,	  Bhandari	  M.	  Barriers	  to	  breaking	  bad	  news	  among	  medical	  and	  surgical	  residents.	  Med	  Educ.	  2001;35(3):197-­‐205.	  17.	  	   Overview	  |	  ASPE.	  http://aspeducators.org/node/48.	  Accessed	  July	  17,	  2016.	  18.	  	   Calhoun	  BC,	  Vrbin	  CM,	  Grzybicki	  DM.	  The	  Use	  of	  Standardized	  Patients	  in	  the	  Training	  and	  Evaluation	  of	  Physician	  Assistant	  Students.	  J	  Physician	  Assist	  Educ.	  2008;19(1):18–23.	  19.	  	   Buckman	  R.	  Breaking	  bad	  news:	  why	  is	  it	  still	  so	  difficult?	  Br	  Med	  J	  Clin	  Res	  Ed.	  1984;288(6430):1597-­‐1599.	  20.	  	   Street	  RL,	  Makoul	  G,	  Arora	  NK,	  Epstein	  RM.	  How	  does	  communication	  heal?	  Pathways	  linking	  clinician–patient	  communication	  to	  health	  outcomes.	  Patient	  
Educ	  Couns.	  2009;74(3):295-­‐301.	  doi:10.1016/j.pec.2008.11.015.	  21.	  	   Paul	  CL,	  Clinton-­‐McHarg	  T,	  Sanson-­‐Fisher	  RW,	  Douglas	  H,	  Webb	  G.	  Are	  we	  there	  yet?	  The	  state	  of	  the	  evidence	  base	  for	  guidelines	  on	  breaking	  bad	  news	  to	  cancer	  patients.	  Eur	  J	  Cancer.	  2009;45(17):2960-­‐2966.	  doi:10.1016/j.ejca.2009.08.013.	  22.	  	   Girgis	  A,	  Sanson-­‐Fisher	  RW.	  Breaking	  bad	  news:	  consensus	  guidelines	  for	  medical	  practitioners.	  J	  Clin	  Oncol	  Off	  J	  Am	  Soc	  Clin	  Oncol.	  1995;13(9):2449-­‐2456.	  doi:10.1200/jco.1995.13.9.2449.	  
	   	  
 67	  
23.	  	   Lefebvre	  M,	  Singh	  JB.	  The	  content	  and	  focus	  of	  Canadian	  corporate	  codes	  of	  ethics.	  J	  Bus	  Ethics.	  1992;11(10):799–808.	  24.	  	   Henry	  LR,	  Hooker	  RS.	  Retention	  of	  physician	  assistants	  in	  rural	  health	  clinics.	  J	  
Rural	  Health	  Off	  J	  Am	  Rural	  Health	  Assoc	  Natl	  Rural	  Health	  Care	  Assoc.	  2007;23(3):207-­‐214.	  doi:10.1111/j.1748-­‐0361.2007.00092.x.	  25.	  	   Hing	  E,	  Uddin	  S.	  Visits	  to	  primary	  care	  delivery	  sites:	  United	  States,	  2008.	  NCHS	  
Data	  Brief.	  2010;(47):1-­‐8.	  26.	  	   Morgan	  PA,	  Abbott	  DH,	  McNeil	  RB,	  Fisher	  DA.	  Characteristics	  of	  primary	  care	  office	  visits	  to	  nurse	  practitioners,	  physician	  assistants	  and	  physicians	  in	  United	  States	  Veterans	  Health	  Administration	  facilities,	  2005	  to	  2010:	  a	  retrospective	  cross-­‐sectional	  analysis.	  Hum	  Resour	  Health.	  2012;10:42.	  doi:10.1186/1478-­‐4491-­‐10-­‐42.	  27.	  	   Education	  PA.	  Accreditation	  Manual\copyright.	  policy.	  2011;10:9.	  28.	  	   Abdul	  Hafidz	  MI,	  Zainudin	  LD.	  Breaking	  Bad	  News:	  An	  essential	  skill	  for	  doctors.	  Med	  J	  Malaysia.	  2016;71(1):26-­‐27.	  29.	  	   Marcus	  JD,	  Mott	  FE.	  Difficult	  conversations:	  from	  diagnosis	  to	  death.	  Ochsner	  J.	  2014;14(4):712-­‐717.	  30.	  	   Polansky	  M,	  Ross	  AC,	  Coniglio	  D,	  Garino	  A,	  Hudmon	  KS.	  Cancer	  education	  in	  physician	  assistant	  programs.	  J	  Physician	  Assist	  Educ.	  2014;25(1):4–11.	  31.	  	   Chipman	  JG,	  Webb	  TP,	  Shabahang	  M,	  et	  al.	  A	  multi-­‐institutional	  study	  of	  the	  Family	  Conference	  Objective	  Structured	  Clinical	  Exam:	  a	  reliable	  assessment	  of	  professional	  communication.	  Am	  J	  Surg.	  2011;201(4):492-­‐497.	  doi:10.1016/j.amjsurg.2010.02.006.	  32.	  	   Wouda	  JC,	  van	  de	  Wiel	  HBM.	  The	  communication	  competency	  of	  medical	  students,	  residents	  and	  consultants.	  Patient	  Educ	  Couns.	  2012;86(1):57-­‐62.	  doi:10.1016/j.pec.2011.03.011.	  33.	  	   Rosenbaum	  ME,	  Ferguson	  KJ,	  Lobas	  JG.	  Teaching	  medical	  students	  and	  residents	  skills	  for	  delivering	  bad	  news:	  a	  review	  of	  strategies.	  Acad	  Med	  J	  Assoc	  
Am	  Med	  Coll.	  2004;79(2):107-­‐117.	  34.	  	   Bowyer	  MW,	  Hanson	  JL,	  Pimentel	  EA,	  et	  al.	  Teaching	  breaking	  bad	  news	  using	  mixed	  reality	  simulation.	  J	  Surg	  Res.	  2010;159(1):462-­‐467.	  doi:10.1016/j.jss.2009.04.032.	  
	   	  
 68	  
35.	  	   Barnett	  MM,	  Fisher	  JD,	  Cooke	  H,	  James	  PR,	  Dale	  J.	  Breaking	  bad	  news:	  consultants’	  experience,	  previous	  education	  and	  views	  on	  educational	  format	  and	  timing.	  Med	  Educ.	  2007;41(10):947-­‐956.	  doi:10.1111/j.1365-­‐2923.2007.02832.x.	  36.	  	   Okuda	  Y,	  Bryson	  EO,	  DeMaria	  S,	  et	  al.	  The	  utility	  of	  simulation	  in	  medical	  education:	  what	  is	  the	  evidence?	  Mt	  Sinai	  J	  Med	  N	  Y.	  2009;76(4):330-­‐343.	  doi:10.1002/msj.20127.	  37.	  	   Amiel	  GE,	  Ungar	  L,	  Alperin	  M,	  Baharier	  Z,	  Cohen	  R,	  Reis	  S.	  Ability	  of	  primary	  care	  physician’s	  to	  break	  bad	  news:	  a	  performance	  based	  assessment	  of	  an	  educational	  intervention.	  Patient	  Educ	  Couns.	  2006;60(1):10-­‐15.	  doi:10.1016/j.pec.2005.04.013.	  38.	  	   Wehbe-­‐Janek	  H,	  Song	  J,	  Shabahang	  M.	  An	  evaluation	  of	  the	  usefulness	  of	  the	  standardized	  patient	  methodology	  in	  the	  assessment	  of	  surgery	  residents’	  communication	  skills.	  J	  Surg	  Educ.	  2011;68(3):172-­‐177.	  doi:10.1016/j.jsurg.2010.12.005.	  39.	  	   Park	  I,	  Gupta	  A,	  Mandani	  K,	  Haubner	  L,	  Peckler	  B.	  Breaking	  bad	  news	  education	  for	  emergency	  medicine	  residents:	  A	  novel	  training	  module	  using	  simulation	  with	  the	  SPIKES	  protocol.	  J	  Emerg	  Trauma	  Shock.	  2010;3(4):385-­‐388.	  doi:10.4103/0974-­‐2700.70760.	  40.	  	   Reed	  S,	  Kassis	  K,	  Nagel	  R,	  Verbeck	  N,	  Mahan	  JD,	  Shell	  R.	  Breaking	  bad	  news	  is	  a	  teachable	  skill	  in	  pediatric	  residents:	  A	  feasibility	  study	  of	  an	  educational	  intervention.	  Patient	  Educ	  Couns.	  2015;98(6):748-­‐752.	  doi:10.1016/j.pec.2015.02.015.	  41.	  	   Gorniewicz	  J,	  Floyd	  M,	  Krishnan	  K,	  Bishop	  TW,	  Tudiver	  F,	  Lang	  F.	  Breaking	  bad	  news	  to	  patients	  with	  cancer:	  A	  randomized	  control	  trial	  of	  a	  brief	  communication	  skills	  training	  module	  incorporating	  the	  stories	  and	  preferences	  of	  actual	  patients.	  Patient	  Educ	  Couns.	  November	  2016.	  doi:10.1016/j.pec.2016.11.008.	  42.	  	   Brewster	  LP,	  Risucci	  DA,	  Joehl	  RJ,	  et	  al.	  Comparison	  of	  resident	  self-­‐assessments	  with	  trained	  faculty	  and	  standardized	  patient	  assessments	  of	  clinical	  and	  technical	  skills	  in	  a	  structured	  educational	  module.	  Am	  J	  Surg.	  2008;195(1):1-­‐4.	  doi:10.1016/j.amjsurg.2007.08.048.	  43.	  	   Vail	  L,	  Sandhu	  H,	  Fisher	  J,	  Cooke	  H,	  Dale	  J,	  Barnett	  M.	  Hospital	  consultants	  breaking	  bad	  news	  with	  simulated	  patients:	  An	  analysis	  of	  communication	  using	  the	  Roter	  Interaction	  Analysis	  System.	  Patient	  Educ	  Couns.	  2011;83(2):185-­‐194.	  doi:10.1016/j.pec.2010.05.016.	  
	   	  
 69	  
44.	  	   Liénard	  A,	  Merckaert	  I,	  Libert	  Y,	  et	  al.	  Is	  it	  possible	  to	  improve	  residents	  breaking	  bad	  news	  skills?	  A	  randomised	  study	  assessing	  the	  efficacy	  of	  a	  communication	  skills	  training	  program.	  Br	  J	  Cancer.	  2010;103(2):171-­‐177.	  doi:10.1038/sj.bjc.6605749.	  45.	  	   Schildmann	  J,	  Kupfer	  S,	  Burchardi	  N,	  Vollmann	  J.	  Teaching	  and	  evaluating	  breaking	  bad	  news:	  A	  pre–post	  evaluation	  study	  of	  a	  teaching	  intervention	  for	  medical	  students	  and	  a	  comparative	  analysis	  of	  different	  measurement	  instruments	  and	  raters.	  Patient	  Educ	  Couns.	  2012;86(2):210-­‐219.	  doi:10.1016/j.pec.2011.04.022.	  46.	  	   Rosenzweig	  M,	  Hravnak	  M,	  Magdic	  K,	  Beach	  M,	  Clifton	  M,	  Arnold	  R.	  Patient	  communication	  simulation	  laboratory	  for	  students	  in	  an	  acute	  care	  nurse	  practitioner	  program.	  Am	  J	  Crit	  Care.	  2008;17(4):364–372.	  47.	  	   Tobler	  K,	  Grant	  E,	  Marczinski	  C.	  Evaluation	  of	  the	  Impact	  of	  a	  Simulation-­‐enhanced	  Breaking	  Bad	  News	  Workshop	  in	  Pediatrics:	  Simul	  Healthc	  J	  Soc	  
Simul	  Healthc.	  2014;9(4):213-­‐219.	  doi:10.1097/SIH.0000000000000031.	  48.	  	   Eid	  A,	  Petty	  M,	  Hutchins	  L,	  Thompson	  R.	  “Breaking	  Bad	  News”:	  Standardized	  Patient	  Intervention	  Improves	  Communication	  Skills	  for	  Hematology-­‐Oncology	  Fellows	  and	  Advanced	  Practice	  Nurses.	  J	  Cancer	  Educ.	  2009;24(2):154-­‐159.	  doi:10.1080/08858190902854848.	  49.	  	   Kiluk	  JV,	  Dessureault	  S,	  Quinn	  G.	  Teaching	  medical	  students	  how	  to	  break	  bad	  news	  with	  standardized	  patients.	  J	  Cancer	  Educ	  Off	  J	  Am	  Assoc	  Cancer	  Educ.	  2012;27(2):277-­‐280.	  doi:10.1007/s13187-­‐012-­‐0312-­‐9.	  50.	  	   Asprey	  DP,	  Hegmann	  TE,	  Bergus	  GR.	  Comparison	  of	  Medical	  Student	  and	  Physician	  Assistant	  Student	  Performance	  on	  Standardized-­‐Patient	  Assessments.	  J	  Physician	  Assist	  Educ.	  2007;18(4):16–19.	  51.	  	   Langen	  WHMcms,	  Hanson	  DMcms,	  Fien	  RM,	  Parkhurst	  D.	  The	  Evaluation	  of	  Physician	  Assistant	  Students’	  History-­‐Taking	  Abilities	  Using	  Actors	  as	  Standardized	  Patients.	  J	  Physician	  Assist	  Educ	  2011.	  2011;22(4):34-­‐37.	  52.	  	   Chumpitazi	  CE,	  Rees	  CA,	  Chumpitazi	  BP,	  Hsu	  DC,	  Doughty	  CB,	  Lorin	  MI.	  Creation	  and	  Assessment	  of	  a	  Bad	  News	  Delivery	  Simulation	  Curriculum	  for	  Pediatric	  Emergency	  Medicine	  Fellows.	  Cureus.	  2016;8(5):e595.	  doi:10.7759/cureus.595.	  53.	  	   Sample	  Size	  Calculators	  |	  Health	  Care	  Research	  Calculators.	  https://www.dssresearch.com/KnowledgeCenter/toolkitcalculators/samplesizecalculators.aspx.	  Accessed	  May	  31,	  2017.	  
	   	  
 70	  
54.	  	   Cvengros	  J,	  Behel	  J,	  Finley	  E,	  Kravitz	  R,	  Grichanik	  M,	  Dedhia	  R.	  Breaking	  Bad	  News:	  A	  Small-­‐Group	  Learning	  Module	  and	  Simulated	  Patient	  Case	  for	  Preclerkship	  Students.	  MedEdPORTAL	  Publ.	  2016;12.	  doi:10.15766/mep_2374-­‐8265.10505.	  55.	  	   Norman	  GR,	  Davis	  DA,	  Lamb	  S,	  Hanna	  E,	  Caulford	  P,	  Kaigas	  T.	  Competency	  assessment	  of	  primary	  care	  physicians	  as	  part	  of	  a	  peer	  review	  program.	  JAMA.	  1993;270(9):1046-­‐1051.	  56.	  	   Cawley	  JF,	  Hooker	  RS.	  Physician	  Assistants	  in	  American	  Medicine:	  The	  Half-­‐Century	  Mark.	  ResearchGate.	  2013;19(10):e333-­‐41.	  
 
  
	   	  
 71	  
	  	  
CURRICULUM VITAE 
	   	  
 72	  
